UNIWERS 
orm 


AUG 4 1953 


College 


DOES-N OT CIRCCL 


FOUNDED BY DR. MAX THOREK 


July, 1953 


> 

COLLEGE INTERNATICAAL oes CHIRUBGIENS 

: 

ol. XX No. 


iy 


Choose An Itinerary 
Expressly Designed For You 


Cruise Program 
S.S. "URUGUAY" —43 days leaving 


Air Programs 
GRAND TOUR—34 days leaving 


COMPREHENSIVE TOURS—27 days 
Pre-Convention leaving April 13, 1953 
Post-Convention leaving........April 20, 1953 


CONDENSED TOUR—17 days April 21, 1954 


Focal point for all programs 


Sao Paulo, Brazil 
APRIL 26 to MAY 2 


to attend the 


NINTH INTERNATIONAL CONGRESS 


of the 


INTERNATIONAL COLLEGE OF SURGEONS 


Books are now open for reservations and in view of the advance interest which indi- 
cates an outstanding United States representation at this meeting, we recommend 
that you act immediately to secure the space and itinerary of your choice. 


Tour folder and special surgeons editions of Moore-McCormack cruise folder are 
available on request. For reservations and information, contact 
IMTERNATIONAL 
TRAVEL 


PALMER HOUSE 
119 SOUTH STATE STREET CHICAGO 3, ILLINOIS 
Financial 6-3750 


Official Travel Representative for the Ninth International Congress 


| | 


— 


Che Journal of the 
Iniernational College of Surgeons 


FounDED In GENEVA, SWITZERLAND, 1935 - INCORPORATED IN WASHINGTON, D. C., 1940 


Editor-in-Chief - 
MAX THOREK, M.D., Sc.D., LL.D., F.B.C.S., F.1.C.S., F.P.C.S. (Hon.), F.R.S.M. 


Associate Editor 
PHILIP THOREK, B.S., M.D., F.A.C.S., F.1.C.S. 


Assistant Editor 
Dorothy Langley 


Production Assistant 
Dora Stone 


Publication Committee 
Francisco Graiia, M.D., Chairman Max Thorek, M.D., Editor-in-Chief 
Rudolph Nissen, M.D. Arnold S. Jackson, M.D. 

Henry W. Meyerding, M.D. Edward L. Compere, M.D. 


Summary Editors 
Dr. Manuel A. Manzanilla, Jr., Chicago Dr. Fritz Rothbart, Chicago 
Spanish German 

Dr. F. Luz Filho, Salvador, Bahia, Brazil Dr. Jean Paul Le Gault, Montreal 
Portuguese French 


Dr. Antonello Franchini and 
Dr. Marino Mini, Bologna 
Italian 


CONTENTS—JULY, 1953 


Multivalvular Heart Disease and Simultaneous Surgical Correction.................... 


Houck E. Bolton, M.D., C. P. Bailey, M.D., F.A.C.S., F.1.C.S., William L. Jamison, M.D., 
and K. V. S. Rao, M.D., Philadelphia, Pennsylvania 


Gas Cysts of the Intestine: Report of a Case... 11 


Lyon H. Appleby, M.D., F.R.C.S. (Eng.), F.R.C.S. (Can.), F.A.C.S., F.1.C.S., 
Vancouver, B. C., Canada 


Percutaneous Femoral Artery Aortography: Its Use in the Evaluation 


E. Converse Peirce II, M.D., Baltimore, Maryland 


ay 
: 
. 
: 


William James Moore, C. St. J., F.R.F.P.S., M.C.P.S. (Manitoba), F.R.M.S., and 
John Forrest Hamilton, K. St. J., M.D., Glasgow, Scotland 


Traumatic Cataract Surgery in Children: Needle-Hook Technic....................... 
Otis R. Wolfe, M.D., F.1.C.S., Marshalltown, Iowa 


Preserved Rib Cartilage: A Satisfactory Foreign Body Implant 


Lester W. Eisentodt, M.A., M.D., F.1.C.S., Newark, New Jersey 


Developmental Abnormalities of the Head and Neck 
William G. McEvitt, M.D., F.A.C.S., F.I.C.S., Detroit, Michigan 


Roscoe C. Giles, M.D., F.A.C.S., F.1.C.S., Chicago, Illinois 


Management of Hemorrhage from the Genital Tract During Late Pregnancy, 
Raymond J. Pieri, B.S., M.D., F.A.C.S., F.1.C.S., Syracuse, New York 


Bronchoscopic Resuscitation of the Newborn... 
John James Donlon, B.S., M.D., D.N.B., D-OL., F.A.C.S., F.1.C.S., Brooklyn, New York 


Robert H. Abrahamson, M.D., F.ACS., F.1LC.S., Stamford, Connecticut 


A Method for Clinical Study of the Common Bile Duct After Choledochostomy......... 


Julian A. Sterling, M.D., Sc.D. (Med.) and Ralph Goldsmith, M.D., F.A.C.S., 
Philadelphia, Pennsylvania 


EDITORIALS 
Modionl and Their Deeks... 


70 


99 


29 
| 
| 
| 
94 
106 
112 | 
113 
116 
120 
124 
127 
132 


‘ 
VW 


FOUNDED BY DR. MAX THOREK 


Che Journal of the 


AU 


International Gallege of Surgeons 


FOUNDED IN GENEVA, SWITZERLAND, 1935 - INCORPORATED IN WASHINGTON, D. C., 1940 


Vol. XX 


JULY, 1953 No. 1 


Original Articles 


Multivalvular Heart Disease and Simultaneous 
Surgical Correction 


HOUCK E. BOLTON, M.D., C. P. BAILEY, M.D., F.A.C.S., F.1.C.S. 
WILLIAM L. JAMISON, M.D., AND K. V. S. RAO, M.D. 
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phenomenal pace in the, past few 

years. As surgeons’ experience has 
broadened, so has their latitude of techni- 
cal capability. 

In the earlier period, efforts were re- 
stricted toward the correction of a lesion 
of one valve—the stenotie mitral valvular 
deformity resulting from rheumatic fever. 
As the technic became more refined and 
reliable, attention was naturally turned to 
regurgitant lesions of the mitral valve and 
to the aortic valve, the next most com- 
monly diseased valve (Tables 1 and 2). 


C ARDIAC surgery has progressed at a 


From the Department of Thoracic Surgery, Hahnemann 
Medical College and Hahnemann Hospital, Philadelphia, poe | 
the C. P. Bailey Thoracic Clinic, Philadelphia. 

Read at the Regional meeting of the International College 
of Surgeons, Philadelphia, Feb. 14, 1953. 

Submitted for publication April 21, 1953. 


TABLE 1.—Relative Frequency of Valvular Lesions 
Observed at Autopsy in Three Diversified Centers 


New England Vienna 


Cabot Kaufman Berlin 


208 126 Sperling 
Cases Cases 300 Cases 
Mitral) 85.6% 60% 85% (C)> 52% (P) 
Aortic .............. 44.7% 16% 48% 138% (P) 
Tricuspid ........ 15.9% 25% 10% (C)> 1% (P) 
Pulmonary ...... 19% 0 1% (C)> 0 
Aortic & 
mitral .......... 19.2% 


Aortic & mitral 
& tricuspid ..11. % 
5% showed other varying combinations 


TABLE 2.—Relative Frequency of Cardiac Valvular 
Lesions Diagnosed Clinically 


1,097 John Hopkins 1,781 
Pure mitral .............. ree 51% 
4.7% 22% 
Aortic & mitral.......... 28. 9% 20% 


| 
| 
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Fig. 1.—Single suspension of septal leaflet of mi- 
tral valve. 


The earlier approaches to the relief of 
aortic stenosis were most frustrating and 
disappointing. Attempts at aortic com- 
missurotomy have been made in a variety 
of ways. At this time we have a method 
of relieving aortic stenosis which we find 
very satisfactory. 

With the treatment of aortic stenosis, 
mitral stenosis and mitral regurgitation 
well established, the natural evolution was 
to consider simultaneous operations on the 
patients with multivalvular heart disease. 

Our purpose here is to present the re- 
sults of our experience with simultaneous 
surgical treatment of the affected valves. 


Mitral Valvular Surgical Procedures.— 
Mitral commissurotomy is a procedure so 
familiar to all surgeons that we need not 
dwell upon it at length. Suffice it to say 
that our approach to the mitral valve with 
the right index finger is through the left 
auricular appendage. After exploration of 
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the valve, the anterior, the posterior or 
both commissures may be separated by 
simple digital pressure in the direction of 
the commissure. By this method one-third 
to one-half of the operations may be 
handled. In the other half it is usually 
necessary to use the guillotine commis- 
surotomy knife. 

The usual degree of stenosis encountered 
is such as scarcely to admit the tip of the 
index finger—about the diameter of a 
cigarette, at a rough estimate. Our ob- 
jective is to enlarge the valve to as nearly 
normal size as possible; that is, to a size 
that will admit two fingers. Occasionally 
it is necessary to be satisfied with some- 
thing less than the ideal opening, because 
of the appearance of a small amount of 
regurgitation during the commissuroto- 
my. 


TABLE 3.—Multivalvular Lesions Treated 
Concomitantly by Authors, as Compared 
with Isolated Lesions 


Mitral valvular lesions 843 
Aortic stenosis (new instrument)............ ast 
Aortic stenosis (previous instrument).... 18 


Of the 74 aortic lesions, there were 28 cases 
with associated mitral valvular lesions treated 
concomitantly. 


Fig. 2.—“teardrop” shape of valve orifice. 
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Fig. 3.—Diagrammatic demonstration of steps (A, B, C, D, E, F,) in valvular suture or mitral com- 
missurorrhaphy. 


Because of the exhaustive literature on 
the subject, we prefer not to elaborate on 
this technic of mitral commissurotomy. 
We have, drawn our conclusions from over 
843 cases of mitral valvular disease in 
which operation has been performed by 
us (Table 3). 

Mitral Commissurorrhaphy or Valvular 
Suturing.—Mitral insufficiency has been 
treated in a variety of ways. In our first 
attempts we placed a “sling” made of a 
roll of pericardium across and beneath 


the mitral valve to be forced into the in- 
competent valvular orifice during ventric- 
ular systole. This created a tamponage ef- 
fect.2 This procedure has been abandoned 
in favor of a technic of suturing the mitra] 
leaflets together or suspending the aortic 
or septal leaflet of the mitral valve singly* 
(Fig. 1). 

The contour of the usual incompetent 
valve is that of a teardrop. The anterior 
commissure represents the small end of 
the teardrop and the poosterior commis- 


C= 

A B 3 

2 

3 = 
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sure its bulbous end (Fig. 2). 

Mitral commissurorrhaphy consists es- 
sentially of two. procedures: the first, su- 
ture of either an everted vein or a narrow 
strip of pericardium is caused to pass 
through the wall of the left ventricle. It 
then passes through the more posterior 
aspect of the septal leaflet and back 
through the mural mitral valvular leaflet 
until the opposite end protrudes through 
the wall of the left ventricle. A perfora- 
tion in one end of this suture serves as an 
“eye” into which to insert the opposite 
free end. Traction is then applied, result- 
ing in a “noose” which tightens and ap- 
proximates the edges of the valve in the 
posterior aspect (Fig. 3). 

The second technic consists of passing 
the same type of suture through the ven- 
tricular wall, through the septal valvular 
leaflet and back out through the ventricu- 
lar wall. This has the effect of a double 
or inverted U — “chordae tendinae” — to 


A 
Fig, 4.—“Chordae tendinae” effect of suspension 
of the septal leaflet (see Fig. 3C). 
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pull the septal leaflet downward and 
laterally (Fig. 4). This results in deflec- 
tion of the flow of bleod in such a fashion 
as to direct it out of the atrium during 
ventricular diastole, as well as to approxi- 
mate the edges of the leaflets during ven- 
tricular systole. 

By this technic we are able to diminish 
the quantity of regurgitation appreciably. 
These methods are by far the most satis- 
factory existing for the treatment of 
mitral insufficiency at present. 

Combined Mitral Commissurotomy and 
Commissurorrhaphy.—In a large number 
of cases of mitral valvular disease. mitral 
senosis and mitral insufficiency <¢ re com- 
bined. In such instances the commis- 
surotomy is done first. The r: 2u ‘gitation 
may diminish, owing to this valvular 
mobilization, to such a point thyt valvu- 
lar suturing is not necessary. This is 
determined by palpating th: regurgitant 
jet which strikes the finger in the left 
atrium during each ventricular systole. In 
our estimation, 12 to 15 cc. per heartbeat 
is the upper limit of regurgitation that 
can readily be tolerated. 

Ordinarily, when necessary, the valvu- 
lar suturing is_carried out after commis- 
surotomy. 

Technic of Aortic Commissurotomy.— 
The earlier attempts at aortic commis- 
surotomy consisted of inserting a dilator 
through the wall of the left ventricle and 
advancing the instrument to the level of 
the aortic valvular ring. The dilator was 
then expanded in order to dilate the val- 
vular orifice. The dilating mechanism was 
one which expanded in an elliptic form. 
By virtue of the ellipse, there was a tend- 
ency for the dilated portion to slip out of 
the valvular orifice, which resulted in an 
inadequate dilation. This instrument was 
abandoned when the present Bailey" 
aortic dilator was developed. This instru- 
ment has proven to be very satisfactory 
for aortic valvular dilatation. 

This instrument* (Fig. 5 a,b), is a 
curved shaft with an end that expands 
to an adjustable degree. The expanding 


*Available through George Pilling & Sons, Philadelphia Pa. 
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Fig. 5.—Aortic dilator (A) with dilating mechanism closed; aortic dilator (B) with dilating mecha- 
nism expanded. 
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end has three bars, which are wedge- 
shaped and parallel to a swiveled central 
shaft. This swivel mechanism allows the 
bars to expand and adjust themselves to 
the commissures of the valve cusps; thus 
accurate separation of the commissures 
can be accomplished without injury to the 
cusps (Fig. 6, A, B and C). 

The treatment of aortic stenosis is 
carried out with the patient in the lateral 
position, and a left parascapsular incision 
is used, the left hemithorax being entered 
through the fifth intercostal space. A 
lateral is preferred to an anterior ap- 
proach in order that the left auricular 
appendage may be accessible for explora- 
tion of the mitral valve if there is the 
slightest question as to the presence of 
such a mitral valvular defect. The mitral 
valve is explored if there has been suspi- 
cion of the presence of disease based on 
the results of physical examination or 
other preoperative evidence. As soon as 
the pericardium is opened, the heart is 
examined for the presence and location of 
palpable thrills. If there is no systolic 
thrill over the left atrium and no diastolic 
thrill over the left ventricle, the mitral 
valve is not explored. 


Order of Treatment of Combined Le- 
sions of the Mitral and Aortic Valves.— 
When there is coexisting mitral valvular 
and aortic valvular disease, the problem of 
which lesion should be treated first is 
baffling. If there is mitral obstruction 
present and this is relieved, the persist- 
ence of aortic obstruction will probably 
result in left ventricular engorgement if 
the aortic obstruction is not relieved in 
short order. Occasionally, after the mitral 
procedure is carried out, a serious drop in 
blood pressure may ensue, and it then 
becomes necessary to close the chest as 
rapidly as possible and turn the patient 
on his back. Usually, with supportive 
measures performed by the anesthetist, 
the hypotension is then relieved. This, of 
course, requires a_ difficult decision: 


whether the patient can stand reopening 
of the hemithorax for aortic commissur- 


otomy. 
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On one occasion we have waited for 
thirty minutes after closure of the paras- 
capular or posterolateral incision and then 
proceeded by leaving the patient in the 
supine position, reopening and extending 
the incision anteriorly and carrying out 
the aortic valvular procedure. The result 
was excellent. 

In general we have elected to do the 
mitral operation first, followed by the 
aortic. If one’s experience in the treatment 
of aortic stenosis is somewhat limited, 
it might be wise to perform the aortic 
commissurotomy first. Then, if it becomes 
necessary to abandon further operation at 
this time, the mitral procedure can be per- 
formed at a later date. 

The decision as to which valve is to be 
operated on first, then, depends upon the 
experience of the operator and the rapidi- 
ty with which he can carry out the second 
(valvular) procedure. 

In considering the surgical correction of 
mitral stenosis coexistent with aortic ste- 
nosis, one may have to decide to treat only 
one valve. In such a case the aortic valve 
should be treated. 

The necessity of having to operate on 
the two valves concomitantly has not 
altered the technic in either case. 

Protection of the Brain.—Cerebral em- 
bolizatioa has been one of the major prob- 
lems in performing mitral and aortic val- 
vular surgical procedures. The frequency 
of appearance of thrombi in the left auric- 
ular appendage, as well as calcific deposits 
on either or both mitral and aortic valves, 
necessitated a technic for protection 
against embolization of the cerebral ves- 
sels. Our method of brain protection is 
simultaneous occlusion of the left common 
carotid artery and the innominate artery 
at critical moments.* 

Technic.—After the left side of the chest 
has been opened, the apex of the lung is 
retracted downward. The mediastinal 
pleura is incised above the aortic arch, be- 
tween the vagus and the phrenic nerves. 
Sharp and blunt dissection is used to ex- 
pose the left common carotid and innom- 
inate arteries. A strip of umbilical tape is 
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Fig. 6.—Guide wire of the dilator inserted through the ventricular wall (A) and advanced into the 
aorta by palpatory guidance with the left hand; B, dilating mechanism in position in arotic valve; 
C, dilating mechanism expanded in stenotic aortic valve. 


passed around each of the two vessels (Fig. 
7). A Rumel tourniquet is used to occlude 
the innominate artery, and simple traction 
on the other tape is used to kink and oc- 
clude the left common carotid artery. This 
is done at any time the appendage, the 
mitral valves or the aortic valves are 
manipulated in any fashion. 

The time during which the vessels may 
be safely occluded is considered to be 


ninety seconds, with an equivalent time 
allowed for reestablishing cerebral circu- 
lation (that is ceasing all surgical maneu- 
vers leaving the vessels open). The great- 
est length of time we have found employed 
for occlusion of these vessels was three 
minutes. This was occasioned by a critical 
circumstance, when we were dealing with 
a particularly difficult thrombus in an au- 
ricular appendage. There were no cere- 


A Va 
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Fig. 7.—Protection of brain from embolism by 
occlusion of left common carotid and innominate 
arteries. 


TABLE 4.—Multivalvular Lesions 


Duration 
Subjective 
Symptoms .... 
Mortality, 


15.7% 40% 


Overall mortality—20.7% 


TABLE 5.—Postoperative Evaluation of Survivals 
Worse Unchanged — Imp. 
2 


S. 

& M.I. 3 

S. 1 

91% of patients were improved 
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bral sequelae. 


Incidence.—The frequency of occurrence 
of mitral valvular disease is shown to be 
rather consistent in three separate series 
of cases of rheumatic heart disease stud- 
ied at autopsy, as revealed in Table 1. 

Likewise, the combination of aortic and 
mitral valve disease was rather consistent 
in frequency of appearance in our series. 
Our figures are consistent with those from 
the New England and Johns Hopkins se- 
ries No. 6 as regards the frequency of 
occurrence of combined mitral and aortic 
rheumatic valvular disease. 

We have so far treated 28 patients with 
combined aortic and mitral valvular heart 
disease (Table 3).* While aortic stenosis 
is generally considered a “‘man’s disease,” 
in our short series the combined lesions 
were found predominantly in women. The 
average age of the patients was 40.7 years. 
The duration of symptoms in those pre- 
senting mitral stenosis and aortic stenosis 
was five and five-tenths years. The aver- 
age duration of symptoms with coexistent 
aortic stenosis, mitral stenosis and mitral 
insufficiency was three years. In the 3 
cases of aortic stenosis with mitral insuffi- 
ciency the duration of subjective symp- 
toms averaged nine years. 

The overall mortality rate for the 28 
cases was 20.7 per cent. The number of 
cases is not sufficient for the figures to be 
statistically significant. It would seem, 
however, that the combination of mitral 
stenosis and aortic stenosis offers the best 
surgical risk of any of the combined le- 
sions. 


Postoperative Condition Of the pa- 
tients who survived the operative proced- 
ure, 91 per cent were improved or mark- 
edly improved, while 9 per cent were un- 
changed. In no surviving patient was the 
postoperative condition poorer than the 
preoperative. The duration of the post- 
operative period is twelve months in the 
longest interval and two months in the 
shortest interval. 


*We have subsequently performed treated cases concomi- 
tant aortic and mitral operations in 3 cases, without a 
death, and in 2 cases in which the mitral valve was ex- 
plored at the time of aortic dilatation. 
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SUMMARY 

1. With this small series of cases, the 
figures indicate that concomitant treat- 
ment of multivalvular heart disease is 
within the realm of practicality. The sur- 
gical risk is somewhat higher than in the 
case of either mitrai or aortic lesions 
treated as an isolated entity. 

2. In the author’s opinion, the mitral 
valve should be attacked first if there is 
any reasonable possibilitv o! being able to 
treat the so~tic valve afterward. The point 
here is that aortic commissurotomy may 
be performed so much more rapidly than 
mitral commissurotomy. This is important 
if quick termination of the operative pro- 
cedure is necessary. 


RESUMEN 


1. Con esta pequefia serie de casos, las 
cifras indican que el tratamiento concomi- 
tante de la enfermedad multivalvular esta 
dentro del dominio de la practica. El ries- 
go quirlirgico es un poco mayor que en el 
caso de lesiones mitrales 6 aérticas trata- 
das como entidades aisladas. 

2. En nuestra opinion, la valvula mitral 
debe ser tratada primero si existe posibili- 
dad razonable de poder tratar la valvula 
adrtica posteriormente. Lo importante 
aqui es que la comisurotomia adértica 
puede ser realizada mucho mas rapida- 
mente que la mitral. Esto es importante 


si es necesaria la terminacion rapida del: 


procedimiento quirtrgico. 
SUMARIO 


1. Com essa pequena serie de casos os 
autores afirmam que o tratamento con- 
comitante da doen¢a multivalvular do cora- 
cao esta nos dominios da praticabilidade. 
Os riscos cirtirgicos nao sao apreciavel- 
mente maiores que os acarretados pelas 
les6es aorticas ou mitrais tratadas isolada- 
mente. 

2. Na opiniao dos autores a valvula mi- 
tral deve sér sempre inicialmente atingida 
na hipotese de que a valvula aortica seja 
dificilmente tratada posteriormente. O 
ponto de vista assente é de que a comis- 
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surotomia aortica pode sér praticada muito 
mais rapidamente que a comissurotomia 
mitral, o que se torna sumamente impor- 
tante, especialmente, quando uma rapida 
terminacao do processo cirtirgico é neces- 
saria. 


ZUSAM MENFASSUNG 


1. Die zahlenmissigen Ergebnisse in 
einer kleinen Reihe von Fallen erweisen, 
dass die gleichzeitige Behandlung kombi- 
nierter Herzklappenfehler im Bereich der 
praktischen Mdéglichkeiten liegt. Das Ri- 
siko des chirurgischen Eingriffs ist etwas 
hoher, als wenn entweder ein Mitral- oder 
ein Aortenklappenfehler isoliert behandelt 
wird. 

2. Nach Ansicht der Verfasser soll, 
wenn die Méglichkeit, die Aortenklappe 
anschliessend zu behandeln, gute Aussich- 
ten hat, die Mitralklappe zuerst ange- 
gangen werden. Der Grund ist, dass die 
Durchschneidung der Aortenkommissur 
sovie] rascher als die der Mitralklappe 
ausgefiihrt werden kann. Dies spielt eine 
besondere Rolle, wenn eine schnelle Be- 
endigung der Operation notwendig ist. 


RESUME 


1. A l’aide de cette courte série de cas, 
les auteurs opinent qu’on peut venir 4 une 
conclusion pratique de |’étude des mala- 
dies du coeur 4 lésions multivalvulaires. 
Toutefois les risques chirurgicaux sont 
plus élevés que s’il s’agit de lésion simple 
valvulaire. 

2. Les auteurs sont d’avis que les lésions 
de la valvule mitrale doivent étre traitées 
en premier lieu. La raison étant qu’une 
commussurotomie de la valvule aortique 
peut se faire plus rapidement que celle de 
la valvule mitrale. Ceci a beaucoup d’im- 
portance. 


REFERENCES 


1. (a) Bailey, C. P.; Glover, R. P.; O’Neill, T. 
J. E., and Redondo-Ramirez, H. P.: Experiences 
with the Experimental Relief of Aortic Stenosis: 
Preliminary Report, J. Thoracic Surg. 20:516, 


2 
| 
Ay 
9 
by 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS JULY, 1953 


1950. (b) Bailey, C. P.; Redondo-Ramirez, H. P., Ramirez, H. P.: Surgery of the Mitral Valve, 

and Larzelere, H. B.: Surgical Treatment of Surg. Clin. North America 32:1807-1848, 1952. 

Aortic Stenosis, J.A.M.A. 150:1647, 1952. 4. Bolton, H. E.; Maniglia, R., and Massey, 
2. Bailey, C. P.; Glover, R. P., and O’Neill, F. C.: Calcific Emboli Complicating Mitral Valve 

T. J. E.: The Surgery of Valvular Heart Disease, Commissurotomy, J. Thoracic Surg. 24:502, 1952. 

Dis. of the Chest, 20:453, 1951. 6. White, P. D.: Heart Disease. New York: 
3. Bailey, C. P.; Bolton, H. E., and Redondo- The Maemillan Co., 1951. 


NINTH INTERNATIONAL CONGRESS, 1954 
Under the Sponsorship of the Brazilian Government 


Notice to All Members of the International College of Surgeons: 


The House of Delegates on May 9, 1952, in Madrid, Spain, decided that the 
City of Sao Paulo would be the meeting place of the next International Con- 
gress, approving the suggestion of His Excellency the Governor of the State, 
Prof. Dr. Lucas Nogueira Garcez. Brazilian members of the Board of Trustees 
were appointed to the Commission organizing the Congress, under the direc- 
tion of Prof. Dr. Carlos Gama, Vice-President of the International Congress 
and Secretary General for South America. 

The Ninth International Congress will be held from April 26 to May 2, 
1954. The official topics are (1) experience with socialized medicine in differ- 
ent countries, (2) new uses of radiology with contrast media in the various 
surgical specialties, and (3) experience with antibiotics in all branches of 
surgery. 

Since the Ninth International Congress will coincide with the Fourth 
Centennial of the city of Sdo Paulo, it is hoped that the conference, in addition 
to being one of the most memorable ever held, will add much to the commen- 
orative activities of SAo Paulo. In order that the Commission may obtain in 
advance a satisfactory idea of the number who will attend, to arrange the best 
possible accommodations for them and to insure that the program shall be 
absolutely functional, all who are interested are requested to write to the 
address below. 

—Prof. Dr. Carlos Gama, Secretaria, Praca Ramos de Azevedo, 7.° 

Andar, Sala 710, Sao Paulo, Brazil. 


Organizing Commission 


Carlos Gama Emanuel Marques Porto Pedro Falcio 

José Avelino Chaves Lucas M. Machado Membros Brasileiros 
Oscar Cintra Gordinho José Médicis do “Board of Trustees”’ 
Eurico Branco Ribeiro Fernando Luz Filho J. M. Cabello Campos 
Rodolpho de Freitas Benjamin Rocha Sales Tesoureiro do 

A.C. Vincente Azevedo Elpidio V. Cannabrava Capitulo Brasileiro 
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Gas Cysts of the Intestine 
Report of a Case 


LYON H. APPLEBY, M.D., F.R.C.S. (ENG.), F.R.C. (CAN.)* 


gas cysts of the intestinal wall 

have been reported since Bang! 
first drew attention in human pathology 
to a similar condition well known to vet- 
erinarians as occuring in hogs. This con- 
dition has masqueraded under various 
synonyms, of which, probably, “pneuma- 
tosis intestinalis” is best known. 

The pattern has been uniform in most 
reported instances: Some obstructive le- 
sion of the upper part of the intestinal 
tract is present, leading to varying degrees 
of nutritional deficiency. To my knowl- 
edge, gas cysts of the intestinal wall have 
never been diagnosed prior to actual vis- 
ualization at operation. The cysts them- 
selves are considered symptomless, but the 
case here reported indicates that, in part 
at least, symptoms are referable to the 
cysts rather than to the pathologic change 
on which their occurrence is based. 

Pathologically, these cysts usually are 
pea-sized, appear on reddish bases and 
contain a small quantity of odorless gas. 
Boyd? stated that this gas does not burn; 
Dale and Pearse® stated that it contains 
neither O, nor CO., but by a process of 
dialysis these gases are developed upon 
exposure to air. The cysts are usually 
widely disseminated and occasionally, as 
in the case to be reported, show a tendency 
to cluster in certain areas. They are usu- 
ally near the mesenteric border of the 
small bowel but may be in the areolar tis- 
sue of the mesentery or peritoneum of the 
abdominal wall. 


*President, Canadian Chapter, International College of 
Surgeons. 

Read at the Seventeenth Annual Congress of the American 
and Canadian Chapters, International College of Surgeons, 
Chicago, September 1951. 

Submitted for publication Oct. 5, 1951. 


A FAIRLY large number of cases of 


F.A.CS., F.1.C.S.* 
VANCOUVER, BRITISH COLUMBIA, CANADA 


In the present case about one in ten 
contained a little fluid, mostly clear and 
limpid, resembling cerebrospinal fluid; oc- 
casionally a cyst is noted in which there is 
a yellowish tinge to the fluid, resembling 
the color of serum. 

Etiologically it is difficult to believe that 
the gas does not come in some way from 
the intestine. Bacterial origin is unlikely. 
Welsh,‘ cited by Finney,’ suggested a neo- 
plastic origin, but the spontaneous disap- 
pearance following secondary exploration 
renders this equally improbable. Masson® 
suggested that the condition is due to the 
absorption of gases in solution through 
abrasions in the gastric mucosa, with sub- 
sequent liberation of gas. The total ab- 
sence of any discernible communication 
between the cysts may render this doubt- 
ful. Air embolism into the lymphatics 
from abrasions of mucosa are equally dif- 
ficult to accept, because in most instances 
the obstruction is gastric and the cysts 
intestinal, which would presuppose that 
the gas must be transported against the 
normal lymphatic flow. Even ascarides 
have been suggested as the injuring agent. 
Nevertheless, the most likely explanation 
is that, in the gastric mucosa above an 
obstructed lesion, minute abrasions occur; 
powerful peristalsis forces air from the 
intestinal tract into the lymphatic or peri- 
lymphatic channels as suggested by Kauf- 
man’ and Karsner.’ This has never been 
substantiated experimentally, however. 
Pybus,® cited by Jackson", and Sloam re- 
ported cases with much gas under the liver 
associated with isolated cysts. They may 
occur at any age, and Botsford" reported 
a case in which the patient was an infant. 
Histologically, almost all reports refer to 
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Fig. 1.—Three of many hundreds of pea-sized 
gas-filled cysts studded throughout the small 
bowel and the right iliac fossa. 


nests of giant cells of the foreign body 
type with twenty to fifty nuclei. 

It is apparent from Jackson’s case!” and 
one reported by Mori’? that these cysts 
will undergo spontaneous regression if the 
original obstructive lesion is removed. 
Both authors had an opportunity to reopen 
an abdomen formerly so affected, and all 
trace of cysts had disappeared. 


REPORT OF CASE 


Mrs. H. V. B., a woman aged 57, had had 
stomach trouble- for fourteen years. Roent- 
gen examination in Toronto in 1940 demon- 
strated an hourglass stomach. The patient 
was hospitalized in St. Michael’s Hospital in 
that city for five weeks but was not operated 
on. For the past twelve years she had washed 
out her own stomach with a stomach tube 
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each night before retiring, frequently wash- 
ing back fragments of breakfast. 

Present Complaints. — The patient com- 
plained chiefly of continuing stomach trouble 
and, for the past two years, low grade con- 
stant pain in the right iliac fossa. She com- 
plained also of developing constipation and 
progressive inability to continue lavage, 
enemas, etc. 

Physical Examination.—The patient was 
gaunt and angular. Her height was 5 feet and 
11 inches (180.3 cm). Her weight was 115 
pounds (52.1 Kg.) and had been maintained 
at a reasonably constant level. The blood pres- 
sure im millimetres of mercury was 130 sys- 
tolic and 70 diastolic. The teeth were den- 
tures. Examination of the neck revealed a 
cystic tumor under the right lobe of the 
thyroid gland. Thoracic examination showed 
the heart to be normal and the chest clear. 
Examination of the abdomen showed it to 
be thin-walled, with visible coils of bowel and 
writhing peristalsis. Inguinal hernias were 
present bilaterally. No actual masses were 
observed. The cecum was tender, and there 
was incomplete obstruction of the terminal 
portion of the ileum. 

The genitalia were normal. 

Clinical Laboratory Data.—The value for 
hemoglobin was 86 per cent. The leukocytes 
numbered 4,650 per cubic millimetre of blood, 
with 55 per cent lymphocytes, 41 per cent 
monocytes and 4 per cent basophils. The re- 
sult of the Kahn test was negative. 

Admission.—The patient was admitted to 
the hospital on Oct. 14, 1950. 

Hospital Investigation.—There was achlor- 
hydria, with no response to histamine. The 
patient retained 560 cc. of fluids overnight 
in spite of gastric suction on the previous 
evening. 

The value for blood chlorides was 386 and 
that for blood protein 5.2. The hematocrit 
reading was 36. The prothrombin time was 
70 per cent of normal. Examination of the 
stools revealed no occult blood. The basal 
metabolic rate was plus 12. 

Roentgen Investigation.—This examination 
disclosed the chest to be clear and the heart 
moderately enlarged. A preliminary film of 
the colon showed some calcified glands in the 
right lower psoas area and some arthritic 
changes in the lumbar area, particularly on- 
the right. 

A barium enema passed without obstruc- 
tion through the large bowel to the cecum, 
but the cecum was rather hard to fill. No 
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definite filling defects or breaks in the pattern 
of the mucous membrance could be seen, and 
the cecum eventually filled. It seemed to be 
fixed and extremely tender. 


Follow-Up Series on Gastrointestinal Tract: 
The patient was given a glassful of barium 
mixture at 5 a.m.; films were taken at 8 a.m. 
and at intervals of one and one-half hours 
thereafter up to 4:30 p.m. The first, or three- 
hour film showed some barium retained in 
the upper part of the stomach, but the main 
part of the meal was in the lower half. As 
before, a constriction was noted about the 
middle third, suggesting an hourglass type 
of stomach. The duodenal cap was not well 
visualized, and at this time some of the 
barium was scattered throughout the duo- 
denum and the upper part of the jejunum. At 
four and one-half hours there was still about 
the same amount of barium in the wyper part 
of the stomach, but the head of the meal had 
moved farther forward in the jejunum. Each 
succeeding one-and-one-half-hour film showed 
lesser amounts of barium in the upper part 
of the stomach, with the head of the meal 
going forward in the small bowel, until at 
twelve hours there was barely a trace of 
barium in the upper part of the stomach. 
The head of the meal was as far forward as 
the terminal portions of the ilium and the 
cecum, and at this time there was approxi- 
mately 60 to 70 per cent of the barium still 
retained in the lower half of the stomach. 

Conclusions.—No definite conclusions could 
be reached as to the pathologic condition 
existing in this stomach. However, in view 
of the hourglass appearance of this organ and 
the fact that at no time was the duodenal cap 
visualized, the probability of an obstructive 
lesion was suggested, perhaps a healed or 
scarred ulcer in or around the pylorus or the 
duodenal cap, since there was 60 to 70 per 
cent retention in the lower part of the 
stomach twelve hours after ingestion of the 
barium meal. 

Impression: The impression resulting from 
these observations included (1) marked 
pyloric obstruction due to scarring; with a 
high degree of gastric retention; (2) hour- 
glass contracture due to a cicatrix from an 
old contracted gastric ulcer; (3) achlor- 
hydria; (4) an indeterminate lesion in the 


right iliac fossa, partially obstructive; bilat- 
eral inguinal hernia, and (6) a cystadenoma 
of the thyroid. 

Operation.—On Oct. 20, 1950, gastric re- 
section was performed. The abdomen was 
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opened by a right rectus incision; an extraor- 
dinary condition presented. There were hun- 
dreds of small gas-filled cysts in the peri- 
toneum of the abdominal wall, the right iliac 
fossa, cecal area and the area of the ascend- 
ing portion of the colon. To a lesser extent 
the small bowel was involved. These cysts all 
contained gas, many of them both fluid and 
gas. In most of them the fluid was limpid 
and clear, in others more like sa@rum. The 
stomach showed almost complete obstruction 
at the pylorus. The stomach was very thick 
walled and hypertrophic and had a central 
constriction dividing it into upper and lower 
pouches, the channel between being just large 
enough to insert an ordinary artery forceps. 
All other viscera were approximately normal, 
with some calcified glands in the lower ileal 
mesentery. 

Gastric resection was done, and many small 
cvsts were removed for pathologic investiga- 
tion. There was no actual organic obstruction 
to the terminal portion of the ileum, and it 
was left intact in the belief that the cysts 
would absorb after gastric resection. 

The large left-sided hernia containing 
omentum was not touched, and the right sac 
was merely turned inside out and anchored. 
The abdomen was closed. 

Pathologic Report. — The specimen con- 
sisted of tissue from the peritoneal wall. The 
results of gross examination were as follows: 
“The specimen consists of a quantity of 
membranous tissue containing some _peri- 
toneum along one aspect and measuring ap- 
proximately 4 cm. in diameter by 0.6 to 1.2 
cm. in thickness. Along one surface are 
large numbers of tiny cystic structures vary- 
ing in diameter from 1 mm. to 0.8 cm. These 
are observed to contain air under considerable 
tension, and none of them appears to contain 
any fluid, either lympholyogenous or myoxma- 
tous. This specimen contains a fairly well 
circumscribed lymph node-like structure. Re- 
ceived with the specimen are two or three 
smaller air-filled cysts, none of which appear 
to communicate with any other.” 

Microscopically the following appearance 
was reported: “A great many sections were 
taken through the various portions of the 


_ aforedescribed tissue, and they show a well 


vascularized, loosely arranged fibrous and 
fatty tissue, with many of the vessels show- 
ing considerable engorgement. Edema and 
hemorrhagic extravasation are observable 
here and there. Some of the sections show 
fairly large, almost sheetlike aggregations of 
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a semihyaline fibrous connective tissue; in 
others a more fibrin-like material is present 
and is undergoing organization. These sur- 
round spaces of various size and shape. In 
many instances, these collapsed cystic spaces 
have rather thinner walls and apparently 
correspond to the air-filled cysts observed 
grossly. There is some old blood pigment 
scattered here and there throughout the 
fibrous tissue, in which there is also some 
lymphocytic and plasma cell infiltration, and 
here and there an occasional small nest of 
foreign body giant cells is noted. There is no 
suggestion of malignancy or specific inflam- 
matory process. This probably is an instance 
of so-called chronic mesenteric pneumotosis.” 

Postoperative History.—The postoperative 
course was uneventful, and the patient was 
discharged from the hospital on the thirteenth 
postoperative day, feeling well. The tender- 
ness in the right iliac fossa was disappearing. 
The bowels were stubborn, but there was no 
sign of any further obstructive symptoms. 

May 1951.—The patient had gained 15 
pounds (6.8 Kg.) in three months but had 
been losing weight recently. The abdomen, 
the stomach and the intestines were normal. 
The left inguinal hernia was not a problem. 
The pulse rate was 112. Auricular fibrilla- 
tion was noted, and the A waves on the elec- 
trocardiogram showed an abnormal contour. 
The basal metabolic rate was plus 19. 

July 1951.—A recheck showed the basal 
metabolic rate to be plus 37. There were no 
further abdominal symptoms, but at the time 
of writing the patient is awaiting thyroidec- 
tomy. 


SUMMARY AND CONCLUSIONS 


A case is presented in which gross gas- 
tric obstruction and symptoms referable 
to the ileocecal valve area suggested ob- 
struction. The only pathologic condition 
observed in this region consisted of thou- 
sands of small gas-filled cysts, indicating 
that such cysts, if closely bunched to- 
gether, may cause symptoms of their own. 
The cysts require no treatment whatever. 
Correction of the basic obstructive con- 
dition is all that is necessary. 

In the author’s opinion the gas must 
come in some way from the intestine, but 
the explanation of its occurrence in dis- 
crete blebs on the parietal peritoneum is 
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not clear. All suggested etiologic theories 
are open to question. 


CONCLUSOES 


E’ apresentado um caso no qual grande 
obstrugaéo gastrica e sintomas atribuiveis 
a area ileo-coecal sugeriam sua obstrucao. 
A unica alteracaéo patologica encontrada 
nesse distrito consistia em milhares de 
pequenos cystos cheios de gas. Isso indica 
que tais cystos, si intimamente aglome- 
rados, podem causar sintomas proprios. 
Nenhum tratamento contudo é requerido 
para os cystos. Correcéo da molestia ob- 
structiva basica é tudo que é requerido. 
Na opiniao do autor o gas vem do intes- 
tino, mas a explicacéio de sua occurencia 
sobre o peritonio parietal em forma de 
bélhas nao é clara. Todas as teorias suger- 
idas para explicar a_ etiologia estao 
abertas 4 discussao. 


CONCLUSIONS 


On présente un cas d’obstruction gas- 
trique et de symptéme d’obstruction de la 
valvule iléo-coécale. La seule lésion trouvée 
dans cette région était la présence d’une 
multitude de petits kystes gazeux. Ceci 
indique que de tels kystes groupés en- 
semble peuvent causer leur propres symp- 
tomes. II n’y a pas de traitement pour ces 
kystes. La correction de la cause premiére 
de l’obstruction est seulement requise. 
D’aprés l’auteur, le gaz vient de |’intestin 
mais |’explication de sa présence sur le 
péritoine pariétal sous forme de petites 
bulles n’est pas claire. 

On peut suggérer toute étiologie. 


CONCLUSIONI 


Viene presentato un caso in cui sintomi 
riferibili allo stomaco ed alla valvola 
ileo-cecale fecero pensare ad uno stato oc- 
clusivo. L’unico fatto patologico rinvenuto 
consistette, invece, nell’esistenza di mi- 
gliaia di cisti a contenuto gasoso. Cid sta 
ad indicare che tali cisti, se strettamente 
accollate a grappolo, possono di per sé 
stesse dare segni clinici. L’unico provvedi- 
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mento da adottare in tali casi non va 
rivolto alle cisti ma allo stato occlusivo. 

L’A. pensa che il gas provenga dall’in- 
testino, per quanto la spiegazione della sua 
presenza sul peritoneo parietale in bolle 
simili a quelle prodotte dai vescicanti sia 
tutt’altro che facile. Ogni teoria etiopato- 
genetica proposta rimane pertanto aperta 
alla discussione. 


CONCLUSIONES 


Se presenta un caso el que obstruccién 
gastrica y sintomas atribuibles a la regién 
ileocecal sugirieron obstruccién. E] estado 
patol6égico que se encontré en esta zona 
consistié en la presencia de miles de pe- 
quefios quistes llenos de gas. Estos indica 
que dichos quistes, si se encuentran 
estrechamente arracimados, pueden causar 
sintomas por si mismos. Sin embargo, no 
se requiere tratamiento para los quistes. 
Todo lo que se requiere es la correccién del 
estado obstructivo basico. 

En opinién del autor, el gas procede 
del intestino pero la explicacién de su 
ocurrencia sobre el peritoneo parietal en 
discreto proceso vesiculiforme no es clara. 
Todas las teorias tiolégicas al respecto 
esta a discusién. 


ZUSAMMENFASSUNG 


Es wird ein Fall vorgestellt, in dem 
eine grobe Versperrung des Magens vor- 
lag und Symptome in der Gegend der 
Tleozoekalklappe auf Verschluss hindeu- 
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teten. Der einzige Krankheitszustand, der 
in dieser Gegend gefunden wurde, bestand 
in tausenden von kleinen gashaltigen 
Zysten. Das bedeutet, dass solche Zysten, 
wenn sie eng zusammengeklumpt sind, 
von sich aus Symptome hervorrufen 
koennen. Die Zysten selbst beduerfen 
keinerlei Behandlung. Die Beseitigung der 
zugrundeliegenden den Verschluss verur- 
sachenden Erkrankung ist alles, was 
noetig ist. 

Nach der Meinung des_ Verfassers 
stammt das Gas aus dem Darm; das 
Vorkommen von Gas in einzelnen kug- 
ligen Blaeschen am parietalen Bauchfell 
kann allerdings nicht erklaert werden. 
Alle vorgeschlagenen aetiologischen Theo- 
rien sind fraglich. 
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Percutaneous Femoral Artery Aortography: 
-.Its Use in the Evaluation of 


Retroperitoneal Masses 


E. CONVERSE PEIRCE II, M.D.* 
BALTIMORE, MARYLAND 


evaluation of retroperitoneal 
masses is frequently very difficult.! 
After standard methods of elucida- 
tion, including pyelographic study, have 
been exhausted, many lesions are still un- 
diagnosed. Several technical methods of 
study such as arteriography, venography, 
retroperitoneal oxygen  injection* 
which are not now in general use can 
materially increase the information avail- 
able about such masses. Of these arteri- 
ography is the most important and two 
good methods are available. Direct trans- 
lumbar puncture of the aorta, first re- 


*Resident in Surgery. 

From the Department of Surgery and the Cardiovascular 
Clinic (National Heart Institute, Federal Security Agency) 
U. S. Public Health Service Hospital, Baltimore, Maryland. 


ported by Dos Santos, Lamas, and Pereira 
Caldas in 1929,’ is the first and has been 
used more than any other method of ab- 
dominal arteriography but has only re- 
cently been popular in the United States.* 
Various catheter methods of introducing 
radiopaque dye into the abdominal portion 
of the aorta have been described, all utiliz- 
ing surgical cut-down of the femoral ar- 
tery. Priority in this goes to Farinas,* but 
important modifications have been made 
by others.® This technic has been used very 
little, for despite its greater flexibility and 
accuracy it is difficult and time-consuming 
and there is some danger of thrombosis of 
the femoral artery.’ Recently it has been 
possible, using a percutaneous femoral 


Fig. 1.—A, special equipment for abdominal aortographic investigation by the percutaneous femoral 

route. B, catheter inserted percutaneously into the left femoral artery, filled with saline-heparin, 

closed with a needle cap and taped securely to the thigh. C, catheter delineated by means of 70 

per cent diodrast. The tip lies between the first and second lumbar vertebrae, which is satisfactory 

for a preliminary film. For a pure renal injection it must usually be located somewhat lower. 
(Courtesy of Surgery, Gynecology and Obstetrics.) 


Fig. 2.—A, abdominal arteriogram showing normal aorta and hepatic, splenic, superior mesenteric, 
left adrenal and left renal arteries. The right kidney is hypoplastic cr absent. B, normal arterio- 
gram showing difficulty of identifying left renal vessels because of concomitant mesenteric opacifica- 
tion. Early phase of renal filling. C, film taken slightly later than B, illustrating clear parenchymal 
delineation of nephrogram type. (B and C by Dr. W. Paul Ramey). (Courtesy of Surgery, Gynecol- 
ogy and Obstetrics.) 


artery approach, to catheterize the ab- 
dominal portion of the ac ta, thus making 
practical a simple, accurate, and versatile 
second method of abdominal aortographic 
investigation.s The development of this 
method was facilitated by a wide experi- 
ence with dogs in the experimental labora- 
tory.’ Methods other than these two are 
useful in restricted situations only.'° 

Material and Methods.—The necessary 
special equipment (Fig. 1 A) for abdomi- 
nal aortographic procedures by the per- 
cutaneous femoral method includes: 

1. An 18-inch polyethylene tube with an 
inside diameter of 0.055 inch and an out- 
side diameter of 0.075 inch.* 

2. A 13-gauge needle two inches long 
with a thin wall.** 

8. A stopcock drilled out with a No. 47 
wire gauge drill. 

4. A needle plug.*** 

5. A 17-gauge needle filed blunt. 

The patient is prepared as for an intra- 
venous pyelogram. Mild analgesia with | 

Fig. 3.—Technically excellent renal arteriogram 
showing how confusing filling of the celiac axis 


and superior mesenteric artery may be avoided 


*Obtainable from Medical Plastics, Inc., Baltimore 12, 
Maryland, or Clay Adams Company, New York 10, N. Y. by proper placement of the catheter. Here the 
**For children and small adults a 14-gauge thin walled tip lay below the renal arteries. There is some 


needle and a catheter with inside and outside diameters barium in the colon. (Film taken by Dr. W. Paul 


of 0.047 and 0.055 inch respectively is recommended. 
***Manufactured by Becton Dickinson Company, Ruther- Ramey). (Courtesy of Sur, gery, Gynecology and 
ford, N. J. Obstetrics.) 
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morphine sulfate is recommended. With 
aseptic technic and local anesthesia, the 
13-gauge needle with the attached stop- 
cock and syringe containing dilute heparin 
in saline solution is inserted into the 
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femoral artery at an angle of 45 to 60 
degrees, guided by its pulsations. The 


catheter filled with dilute heparin in saline 
solution and closed with the 17-gauge 
needle and needle plug, is passed through 


Fig. 4.—A, B and C, case of a 52-year-old white man with a large mass in the right flank, thought 
to be a neoplasm. A, retrograde pyelogram showing right hydronephrosis and marked pyeloparen- 
chymal backflow. B, early arterial filling, showing hydronephrosis and the upper of two renal ar- 
teries poorly filled. C, the nephrogram phase, showing a nonfilling area in the upper. medial part 
of the kidney, consistent with inflammatory destruction. There is reduced flow through the upper 
artery. The hydronephrosis was due to ureteropelvic obstruction by a large perinephric inflammatory 
mass (as indicated by biopsy) which displaced the kidney downward, The decreased blood flow and 
parenchymal damage in the upper part of the kidney suggest that the mass was secondary to renal 
infection. D, E and F, case of a 48-year-old white man with a large right pelvic (retroperitoneal) 
mass palpable rectally, He was referred with a diagnosis of primary neoplasm probably arising from 
the bony pelvis. A vascular lesion was suspected and its presence confirmed by arteriographic 
study. D, ureteral and cystic displacement by mass. E, irregular calcification appearing to involve 
the ischial spine. F’, arteriogram showing large cirsoid arteriovenous aneurysm fed by right hypo- 
gastric and superior hemorrhoidal arteries. (Films in both cases taken by Dr. W. Paul Ramey. E and 
F, courtesy of Surgery, Gynecology and Obstetrics.) 
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Fig. 5.—Case of a 65-year-old Negro with a very large midabdominal mass. A, a gastrointestinal 
film showing marked displacement of the stomach by the mass. B, abdominal aortagram demonstrat- 
ing marked aortic tortuosity. Contrast medium fills the lower portion of a large aneurysm by retro- 


grade force. Barium is present in the transverse portion of the colon. 


(Courtesy of Surgery, Gyne- 


cology and Obstetrics.) 


the stopcock-needle combination and ad- 
vanced for 6 to 12 inches (15 to 30 cm.). 
This should take place easily, and enough 
force to kink the catheter should not be 
exerted. At this point the needle is with- 
drawn over the catheter, which is then 
placed at the desired level, usually about 
14 inches (35 cm.) for renal arterio- 
graphic film (Fig. 1B). 

A film to check the position of the 
catheter tip is taken immediately after 
injection of 1 or 2 cc. of diodrast. This 
also serves for a sensitivity test. The cathe- 
ter tip should generally be at the level of 
the second lumbar vertebra for a renal 
arteriogram, higher for the celiac axis, 


and lower if renal filling is not desired, 
but there is considerable anatomic vari- 
ation (Fig. 1C). Ten or 20 cc. of 70 
per cent diodrast should be injected as 
rapidly as possible from a 10 or 20 ce. 
syringe, and the time required will usually 
be two to five seconds. The catheter and 
the patient are easily repositioned, and 
multiple injections are usually possible. 
Potter-Bucky roentgen films at 1/5 or 1/10 
second and dense enough for bone detail 
are suitable for aortograms. 

At the completion of the examination 
the catheter is withdrawn and firm con- 
tinuous pressure is exerted at the site of 
puncture until bleeding has stopped, when 
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Fig. 6.—Case of a 55-year-old white man with 


a large left abdominal mass thought to be retro- 
peritoneal but shown by its blood supply to be 
clearly splenic. 1, mass; 2, kidney displaced into 
pelvis; 3, splenic artery; 4, hilum of spleen. De- 
tails are obscured because the patient was obese. 
(Film taken by Dr. W. Paul Ramey). 


a small pressure dressing is applied. This 
generally takes place within three to five 
minutes. No restriction of activity beyond 
one or two hours is necessary. 

A more complete study is possible if a 
rapid cassette changer such as the Sanchez- 
Perez Seriograph is available (Fig. 7).* 
Among other advantages, this enables 
various phases of renal filling to be shown 
after a single small injection (Figs. 2, 4, 
7 and 9). According to Dr. Willard Good- 
win, the arteriographic results may be im- 
proved by the simultaneous use of retro- 
peritoneal oxygen or carbon dioxide in- 
sufflation, which outlines the kidney and 
other organs." 


*Automatic Seriograph Co., College Park, Maryland. 
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A few special precautions should be 
mentioned. If there is difficulty in passing 
the catheter through the needle into the 
artery, various needle positions should be 
tried gently and carefully before with- 
drawal, as it is not as easy to insert the 
needle a second time. Pressure enough to 
kink a catheter should never be applied, 
and if kinking occurs the catheter should 
be discarded. Occasionally an iliac artery 
is so tortuous that a straight catheter will 
not pass. A catheter with a slightly curved 
tip made by gentle heating may then be 
tried and will frequently solve the diffi- 
culty. To prevent shearing, a catheter 
should not be manipulated with the needle 
in place unless it slides easily. '* Bleeding 
and hematoma formation may easily be 
prevented by careful hand pressure in the 
groin and has never been serious. Inject- 
ing into the catheter, etc., is simplified by 
using a small sprung hemostat with rubber 
tubing over the jaws to effect temporary 
occlusion of the catheter. Patients should 
be told that they will experience a momen- 
tary feeling of heat and possibly mild pain 
immediately after the injection. If this is 
not done, they will frequently move and 
spoil the film. The usual precautions should 
be taken with~regard to hypersensitive 
reactions. Concentrated diodrast, neoiopax 
and urokon are all suitable contrast media. 
Although they vary somewhat in ease of 
injection, all may be introduced rapidly if 


Diagnostic Help of Aortographic Study in the 
Presence of Retroperitoneal Masses 


1. Mass may be shown to be spleen, kidney, or 
adrenal by its characteristic blood supply. 

2. Aneurysms may be positively diagnosed. 

3. Characteristic patterns allow pathologic di- 
agnosis of many renal masses, including hy- 
dronephrosis, tumors, cysts and malforma- 
tions. 

. Kidney, aorta, and iliac artery may be exclud- 
ed by demonstrating their normal vascular 
pattern. 

. Tumors may sometimes be identified by in- 
creased regional vascularity or by pooling of 
contrast medium. 

. Location and size of a mass may be shown by 
es of aorta, iliac arteries, kidneys, 
ete. 

. Vascular involvement, including obstruction 
by infiltrating tumor, may sometimes be dem- 
onstrated. 


— 
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a syringe of no larger capacity than 20 cc. 
is used. . 

Use and Interpretation of Arteriograms. 
— A normal abdominal arteriogram will 
frequently delineate all of the major ar- 
teries clearly (Fig. 2). Of particular 
interest are the splenic, hepatic, superior 
mesenteric, adrenal, renal and iliac arter- 
ies. Often even small anatomic divisions 
are easily identified. Renal arteriograms 
are somewhat simpler to interpret if the 
celiac axis is not injected, and this is not 
difficult to avoid (Figs. 2 B and 3). In 
the case of the kidneys, films a little after 
peak arterial opacification result in a clear 
outlining of the entire parenchyma. Such 
a picture is most frequently called a neph- 
rogram, and it is a very useful part of 


PEIRCE: PERCUTANEOUS AORTOGRAPHY 


renal delineation (Fig. 2). It is seen to 
a lesser extent after venous injection of 
diodrast but will not occur with sodium 
iodide and other materials not cleared by 
the kidney. Cysts, tumors and areas of 
inflammatory destruction will often be 
clearly visible against the background of 
the nephrogram (Fig. 4)."° 
Arteriographic study assists in the dif- 
ferentiation of retroperitoneal and abdom- 
inal masses in a number of ways (see 
table). If the mass is arterial or includes 
the spleen or the kidney it can usually be 
identified with certainty, and if it is 
adrenal it may occasionally be identified. 
Many abdominal masses pulsate by trans- 
mission, but aortographic study permits 
a positive diagnosis of aneurysm when 


Fig. 7—Case of an 8-year-old white boy with a pheochromocytoma. An arteriogram was taken for 

localization. Eight films were taken at 0.5 second intervals, a Sanchez-Perez Seriograph being used 

after the injection of 10 cc. or neo-iopax, A, (second film taken), mass outlined indistinctly above 

the right upper kidney pole, which is flattened. The inferior adrenal artery is injected. B (seventh 

film taken), adrenal mass distinct in nephrogram. This case is included by courtesy of Dr. Elmer 

Belt, The percutaneous catheter aortogram was taken by Dr. Willard E. Goodwin, University of 
California School of Medicine, Los Angeles). 
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Fig. 8.—Case of a 4-year-old white boy with a 
small mass in the left flank and precocious sexual 
development. The “bone age” was 12 years. The 
urinary steroids were elevated. A pyelogram 
showed a normal left kidney displaced downward 
and rotated laterally. The aortogram confirmed 
the kidney displacement and showed an area of 
irregular increased vascularity above the upper 
pole. A later film might have delineated the tu- 
mor parenchyma. At operation a cortical tumor 
7 cm. in diameter was removed. A catheter passed 
efter femoral artery “cut-down,” (Harriet Lane 
Home, Johns Hopkins Hospital). 


present (Fig. 5). In 12 cases referred 
for aortographic investigation of pos- 
sible aneurysms reported by Deterling, all 
of the lesions were found to be some- 
thing else.'"* It is not always possible 
to differentiate a retroperitoneal mass 
from an enlarged spleen, but this can be 
done with certainty by identification of the 
splenic artery supplying the mass (Fig. 
6). Adrenal masses are frequently small, 
but they may show a sufficient irregular 
increase in vascularity to permit their 
identification (Fig. 7) and occasionally 
closely resemble a nephrogram (Fig. 2C). 
In the case of renal masses, arteriographic 
study not only permits identification of 


the kidney as the offending organ but 
often allows a more precise diagnosis. 
Hydronephrosis is of course usually recog- 
nized pyelographically, but a rather char- 
acteristic spreading of the arteries seen in 
an arteriogram (Fig. 4B )may be help- 
ful in difficult cases, and when aberrant 
vessels are the cause this is clearly re- 
vealed. Neoplasms may give very charac- 
teristic patterns. Hypernephroma gener- 
ally shows pooling of the contrast medium, 
probably in areas of necrosis, and this may 
sometimes be seen in the absence of pyelo- 
graphic abnormalities (Fig. 9).%° This 
pooling may also permit differentiation 
between cysts and neoplasms.'® Polycystic 
disease may show fairly typical arterial 
bending about the cysts, but this is by no 
means general, and pyelographic examina- 
tion is usually a better guide.’* Unilateral 
hypertrophy, aneurysms and numerous 
anomalies are clearly shown arteriogra- 
phically but are not important causes of 
retroperitoneal masses (Fig. 10). 

When the questionable mass does not 
arise in the aorta, the iliac artery or the 
kidney, these organs may generally be 
excluded on the basis of arteriographic 
evidence (Fig. 11). Perinephric lesions 
or lesions of the renal space may be in- 
distinguishable from a true renal lesion 
by physical examination and the usual 
diagnostic procedures. Although these 
masses may not show any characteristic 
vascularization, the arteriogram, by dis- 
closing a normal renal vascular pattern 
and outline, may unequivocally exclude the 
kidney as part of the mass. A defect in 
the nephrogram may suggest that the peri- 
renal mass has its origin in a renal lesion 
(Fig. 4). 

The retroperitoneal mass may be out- 
lined arteriographically in instances of 
tumor with increased vascularity (Figs. 
7). Diodrast may pool and thus assist 
both in outlining and in precise diag- 
nosis. Usually, however, the mass is re- 
vealed aortographically only when there is 
aortic or iliac displacement, and this may 
not occur unless the mass is large. Deter- 
ling has described bowing of the aorta 
with kinking of the iliac artery on the side 
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Fig. 9.—Case of a 57-year-old Negro with a destructive rib lesion shown on biopsy to be hyper- 
nephroma. A, intravenous pyelogram showing marked compression and deformity of the left kidney 
pelvis. B, arteriogram showing some pooling of diodrast in the left kidney, but this is not striking. 
C, later nephrogram showing classic marked pooling of diodrast and outlining a central ovid mass. 


of the aortic convexity as diagnostic of a 
mass displacing the aorta.‘e This is not 
entirely accurate, as has been shown in 
instances of hypertension and arterioscler- 
osis (Figs. 3 and 10). In general, displace- 
ments of the aorta and its large branches 
are more difficult to interpret than corres- 
ponding ureteral displacements,'* but they 
may nevertheless be quite helpful (Figs. 
13 and 14B). 

Actual vascular involvement by a mass 
may be of great diagnostic and prognostic 
significance and generally indicates a neo- 
plasm. Either artery or vein may be in- 
volved, but only arterial involvement will 
usually be seen in abdominal aortograms. 
Examination of veins may be carried out 
when aortographic study is performed 
without much additional effort, and this 
may occasionally produce striking results 
(Fig. 14A). 

Sometimes, when minor defects are seen 
in pyelograms, aortographic study can be 
used to exclude the presence of extrinsic 
mass lesions. This was possible in a case 
of solitary metastasis to the left ureter 
from a malignant melanoma. An absolutely 
normal vascular pattern was present in 
the region, and at operation the lesion was 


Fig. 10.—Case of a 68-year-old white man with 
aneurysm of the renal artery confirmed by oper- 
ation. Note: Aortic and iliac tortuosity resulted 
not from a mass displacement but from hyper- 
tension, (Sinai Hospital, Baltimore”). 
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Fig. 11 (opposite).—A and B, case of a 2-year-old white child with a very large mass in the right flank 
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and the abdomen, thought to be a Wilms tumor or a neuroblastoma on the basis of an intravenous pyelo- 
gram. A, aortogram showing a normal renal vascular pattern and vaguely outlining the kidney. 
The size of the mass is indicated by the density of the right side of the abdomen, There is no aortic 
displacement. B, nephrogram clearly outlining a normal kidney in the normal position. A retro- 
peritoneal mass was ruled out, At operation a large choledochal cyst was discovered. (University 
of Texas Medical School, Galveston, service of Dr. John T. Moore; percutaneous aortogram by Dr. 
Charles A. Hooks). C and D, case in which formation of hematoma occurred as the result of a trans- 
lumbar arteriogram. A 17-gauge needle was used. C, initial aortogram, showing kidney in normal po- 
sition. D, later film, showing marked lateral displacement of the kidney, undoubtedly the result of 


retroperitoneal bleeding. (Courtesy of Dr. Robert N. Cooley, John Hopkins Hospital). 


observed to be limited to the ureter (Fig. 
15C). 

Comparison of Translumbar and Per- 
cutaneous Methods.— Both translumbar 
and percutaneous methods may readily be 
learned by anyone seriously interested, 
and both employ quite simple equipment. 
The translumbar method is somewhat 
easier to perform and is less time-consum- 
ing. It is suitable for routine abdominal 
aortograms taken with the patient in the 
prone position. If a Tuohy point needle 
is employed so that the stream of contrast 
medium may be directed in various direc- 
tions, good films may usually be obtained 
with a single insertion of the needle.’ 
Nevertheless, it may sometimes be difficult 
to deposit the diodrast in the right posi- 
tion, and clear films of the precise region 
needed may not be obtainable. There is 
some danger of extravascular injection, 
which, although not dangerous, may be 
extremely painful to the patient. Although 
many workers deny it, a sizable hemato- 
ma may result (Fig. 11C and D).'*. The 
method is probably not very suitable in 
children because of greater difficulty in 
inserting the needle into the aorta.'® 

The percutaneous method can be carried 
out in a more leisurely fashion. Very pre- 
cise placement of the injected dye is pos- 
sible. When renal arteriograms alone are 
desired, injection of the celiac axis and 
the superior mesenteric artery may be 
avoided. This is especially important in 
evaluation of adrenal lesions, which may 
be obscured by the overlying hepatic and 
splenic arteries. The patient may be placed 
in any desired position and may be moved 
from place to place. There is no difficulty 
at all in keeping the catheter patent. The 


method should be used with caution in the 
presence of severe peripheral vascular dis- 
ease and is difficult in obese patients. In 
children it may be necessary to cut down 
on the femoral artery, but percutaneous 
catheterization has been used in children 


Fig, 12.—Case of a 58-year-old white man with 
a mass in the left flank and a long history of 


pain and urinary symptoms. Ureteral obstruc- 
tion and hydronephrosis were observed on retro- 
grade pyelographic study. Arteriograms taken 
in several projections showed marked anterior 
displacement of the left iliac artery. At opera- 
tion a heavy walled retroperitoneal abscess was 
observed, extending from the region of the kidney 
behind the iliac vessels. A diagnosis of peri- 
nephric abscess was made (U. S. Public Health 
Service Hospital, Galveston, Texas; Aortogram 
by Dr. Raymond N. Brown). 
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as young as 2 years of age (Fig. 11). SUMMARY 
In both methods the tip of the catheter 

or needle should be shown to be in the The diagnosis of retroperitoneal masses 
aorta. Injection directly into a branch is a challenge not always easily met. 
vessel may cause serious complications, Readily available information about a mass 
including death.*” Whenever the percu- may be considerably augmented, however, 
ene method is used for thoracic aorto- by abdominal aortographic procedures. 
Percutaneous catheterization of the aorta 
served.:' In deference to the comfort and the femoral artery allows accurate a 
safety of the patient aortographic pro- jection of a a medium “iy ith the pa- 
cedures should not be employed to satisfy tient in any position and ” the most 
idle curiosity, Their use where indicated, satisfactory method available. It is fairly 
however, is quite easy and safe and it will Yeadily learned and is economical of 
result in a better work-up on the patient | personnel and equipment. Its use in the 
and considerable gratification to the phy- elucidation of retroperitoneal masses is 
sician. described and illustrated. 


Fig. 13.—Case of a white 4-year-old boy with hematuria and a mass in the left flank. The left 
kidney was not visualized on an intravenous pyelogram, A, venagram of inferior vena cava (per- 
cutaneous femoral vein) shows obstruction of the cava and contrast medium diffusely scattered 
through the area of the left-sided mass. B, arteriogram showing spreading of the branches of the 
left renal artery. Some contrast medium remains in the area of the renal mass. The aorta is dis- 
placed to the right. Other vessels are normal, A diagnosis of Wilms tumor was confirmed at opera- 
tion. There was no extravasation and the inferior vena cava was obstructed by tumor invading 
from the renal vein (John Sealey Hospital, University of Texas Medical School, Galveston; percu- 
taneous femoral aortogram by Dr. Raymond N. Brown; Venagram by Dr. Graves). 
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Fig. 14.—Case of a 51-year-old white man who had previously undergone a dissection of the left 

femoral nodes for melanoma, A, retrograde pyelogram showing a filling defect in the lower third of 

the left ureter with accompanying hydronephrosis, B, renal arteriogram which fails to reveal the 

nature of the ureteral obstruction. The right iliac artery shows loss of continuity as a result of the 

previous surgical procedure. C, arteriogram with maximum concentration of diodrast in the left iliac 

artery, showing no evidence of a mass. At operation a metastatic melanoma nodule was observed, 
limited to the interior of the ureter. (Roentgenograms by Dr. W. Paul Ramey.) 


SUMARIO 


O diagnostico das tumoracées retro- 
peritoneais 6 um problema ainda nao 
facilmente solucionado. 

Essa trefa, todavia, podera sér mais 
facilitada, se se lanca mao dos processos 
de arteriografia da aorta abdominal. O 
cateterismo da aorta através a arteria 
femural é o metodo mais satisfatério e 
de real valor, permitindo, em qualquer 
posi¢aéo do doente, uma cuidadosa injecdo 
do meio de contraste. E processo facil- 
mente assimilavel, sendo econdmico 
quanto ao pessoal e equipamento neces- 
sarios. O seu emprego na elucidacéo das 
tumoragées retro-peritoneais e descrito e 
ilustrado pelo autor. 


RIASSUNTO 


La diagnosi di massa retroperitoneale 
non sempre é facile, tuttavia le tecniche 
di aortografia addominale possono fornire 
utili informazioni sussidiarie. I] cateter- 
ismo percutaneo della aorta attraverso 
larteria femorale consente una accurata 


iniezione del mezzo di contrasto, col pazi- 
ente in ogni posizione ed é il pit: soddis- 
facente dei mezzi disponibili. E’ facile da 
apprendere ed economico di personale ed 
attrezzatura. Ne viene descritto l’impiego 
nella diagnosi di masse retroperitoneali. 


RESUME 


Le diagnostic des tumeurs rétropéri- 
tonéales n’est pas facile. Le diagnostic 
doit s’aider d’aortographie. L’auteur sug- 
gére un procédé pour le diagnostic des 
tumeurs rétropéritonéale. 


RESUMEN 


El diagnéstico de las tumoraciones re- 
troperitoneales es un desafio no siempre 
facil de encontrar. Sin embargo, puede ser 


considerablemente aumentada la infor- 
macién rapida sobre una tumoraci6n por 
medio de la angiografia adrtica abdomi- 
nal. La cateterizacién percutanea permite 
la inyeccién precisa de un medio de con- 
traste con el paciente en cualquier posi- 
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cién, y es el método disponible mas satis- 
factorio, de aprendizaje bastante rapido 
y de personal y equipo econdmicos. Se 
describe e ilustra su uso en la elucidacién 
de las tumoraciones retroperitoneales. 


ZUSAM MENFASSUNG 


Die Diagnose retroperitonealer Tu- 
moren begegnet Schwierigkeiten, die 
nicht immer leicht zu ueberwinden sind. 
Rasch erhaeltliches Informationsmaterial 
ueber den Tumor kann aber mit Hilfe der 
abdominellen Aortographie in betraecht- 
lich groesserem Umfang gewonnen wer- 
den. Die perkutane Katheterisierung der 
Aorta auf dem Wege ueber die Ober- 
schenkelschlagader gestattet die sichere 


Einspiritzung eines Kontrastmittels in. 


jeder beliebigen Lage des Kranken. Von 
allen zur Verfuegung stehenden Methoden 
ist dies die befriedigendste. Sie kann 
leicht erlernt werden und erfordert keinen 
grossen Aufwand an Personal und Ap- 
paratur. Die Anwendung des Verfahrens 
in der Diagnose retroperitonealer Tu- 
moren wird beschrieben und mit bild- 
lichen Darstellungen erlaeutert. 
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immune to tuberculosis until atten- 

tion was drawn to the condition by 
Sir Astley Paston Cooper’ in 1829. Half a 
century later Dubar? described it fully and 
established it as a clinical entity. 

The condition is rare, and the case here 
reported is probably only the 535th to be 
recorded. It is extremely likely, however, 
that other cases have escaped correct diag- 
nosis, and that more still have been recog- 
nized but have remained unchronicled. 

Interest in the mammary gland has 
greatly increased and has presented the 
medical profession with many varied and 
interesting problems — the prevalence of 
mammary tuberculosis in the cow and its 
absence in the goat; the coexistence of 
tuberculosis and carcinomatous condi- 
tions; the possibility of the transmission 
of carcinoma to the offspring via Bittner’s*® 
milk factor. 

The present case is considered worthy 
of record for several interesting features 
it presents: 

1. The determining factor in the loca- 
tion of the lesion which appears to have 
been trauma. 

2. The exacerbation which occurred si- 
multaneously with lactation. 

3. The complete localization of the dis- 
ease to the gland. 

4. The value of mammoscopic and radi- 
ologic studies in early diagnosis, which is 
so important both from the therapeutic 
and prognostic standpoints. 

5. The results of examination of the 


[im human breast was regarded as 


*Formerly Surgeon Out-patients, Victoria Infirmary, Glas- 
gow; Assistant Surgeon Royal Samaritan Hospital, Glasgow; 
Senior Assistant Professor of Surgery, The Anderson Col- 
lege of Medicine; Senior Assistant Professor of Anatomy, 
the Anderson College of Medicine. 

**Warden, St. John Foundation ‘oN 
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discharge, and the biologic picture. 
6. The electrosurgical technic as an ad- 
vance in treatment. 


Etiologic Background.—Although tuber- 
culosis of the breast is usually secondary 
to a primary lesion elsewhere, there can be 
no doubt that it does occur as a primary 
condition. Primary tuberculosis may be 
due in some cases to a local infection, but 
it is probably more often caused by a 
blood-borne invasion by the tubercle bacil- 
lus. It is more prevalent in the female 
than in the male and in glands which have 
been or are physiologically active, and in 
the majority of cases it is unilateral. The 
predilection of the bacillus for certain 
parts of the body is more difficult to ex- 
plain. The late Prof. Sir William Mace- 
wan! held strongly to a theory that most 
persons carry the germs of tuberculosis 
which are ever ready to settle when the 
natural immunity of the subject is suffi- 
ciently lowered and a suitable nidus is pro- 
vided. There appears to be general agree- 
ment that its development is influenced by 
age, sex, marital status, hereditary tenden- 
cies and antecedent mastitis. 

No other focus of tuberculosis could be 
demonstrated in the case now under re- 
view, which appeared, therefore, to be a 
case of primary infection of a breast which 
had been the seat of injury. The trauma 
produced a_ circumscribed hemorrhage 
which formed a suitable nidus for the 
bacillus, with consequent abscess forma- 
tion. 

Signs, Symptoms and Diagnosis.—As 
Shields’ has stated, “Many of these pa- 
tients have a fair skin and blue eyes.” 
In cases of the advanced condition there 
may be marked loss of weight and well 
developed anemia, but many appear to be 
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Fig. 1—A, left mammary gland, normal, illustrating Cheatle’s mammary arc. 
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B, right mammary 


gland, showing broken mammary arc, an area of caseation and an intact basement membrane. 


in excellent general health. 

In the early stages a localized swelling 
of variable size may make its appearance. 
A break in the normal mammary arc 
(Cheatle’s sign) may be the only apparent 
departure from the normal. Frequently 
there may be slight retraction of the nip- 
ple, accompanied or unaccompanied by a 
discharge. In some cases a dusky red hue 
may be noticed in the overlying skin, which 
may become thickened, glazed and shining 
—not unlike the condition presented by an 
advanced carcinoma. When the condition 
becomes generalized in the gland the swell- 
ing may burst and give rise to discharging 
sinuses. The associated lymphatic glands 
may or may not show involvement. 


The patient’s attention is often drawn 
to the condition by a painless lump or a 
general hardening and tenderness or pos- 
sibly merely by a vague, indefinite and re- 
current pain. Pain, however, is not usu- 
ally a prominent symptom. 

The swelling is usually fixed in relation 
to the substance of the gland, which itself 
remains freely mobile. The swelling is in- 
definite in outline and surrounded by 
marked induration of the adjacent tissues. 
Fluctuation may be present in advanced 
stages, and occasionally the supraclavicu- 
lar and cervical glands may be extensively 
involved. 

Pyogenic infection, neoplasia and trau- 
ma (hematoma) are the three commonest 
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causes of tumor of the breast. Other causes 
are tuberculosis, syphilis, plasma cell mas- 
titis, actinomycosis and Hodgkin’s disease, 
but these are relatively rare. The differen- 
tial diagnosis is best considered under the 
following heads: 

Clinical: Age, sex, marital] state and the 
presence or absence of lactation are im- 
portant factors. The history of a previous 
abscess or discharging sinus in a patient 
between the ages of 20 and 40 suggests 
tuberculosis. In these cases the normal 
mammary arc is broken. 


Transillumination: In the presence of 
tuberculosis the gland generally presents 
the appearance of lessened translucency, 
while the focus appears as a localized area 
of almost complete opacity and indefinite 
contour (Moore*). 
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Roentgen Study: Roentgenograms show, 
in the case of the tuberculous breast, a 
deficiency of glandular tissue, but with in- 
tact striae and a relatively localized mass. 
The presence of sinuses, calcified areas or 
caseation is almost pathognomonic. In 
contradistinction, the breast with malig- 
nant disease shows destruction of the 
striae, a less dense opacity and a mass, in 
many instances, appearing to extend be- 
yond the confines of the gland (Lee and 
Floyd’). 

Pathologic Picture: Microscopic exam- 
ination of a discharge may reveal the tu- 
bercle bacillus, or the discharge may be 
injected into guinea pigs. A Wassermann 
test should be done to exclude syphilis. 
Sections obtained for biopsy will, in most 
cases, demonstrate the true nature of the 


Fig, 2.—Section showing giant cells, with peripherally arranged nuclei, and leukocytes. 
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mass. Since biopsy was introduced by 
Ruge and Veit® of Berlin, its practice has 
never been regarded as without danger. 
According to Cheatle and Cutler,® a diag- 
nosis of cancer should be made only by the 
examination of paraffin sections, for the 
clumping of cells in a frozen one may sug- 
gest malignancy. 


REPORT OF CASE 


Mrs. W., a woman aged 29, with no history 
of previous illness beyond the usual diseases 
of childhood, had been married at the age of 
19. In 1943, while working, she was struck 
on the upper and outer part of the right breast 
by the handle of a machine. This part swelled, 
and the skin over the swelling became mark- 
edly discolored. The bruise was treated with 
hot fomentations, and the pain became less 
during the ensuing week. Almost a month la- 
ter a swelling appeared which, after incision, 
continued to discharge for several weeks. 

In 1945, the patient bore a child. Three 
months later another swelling was incised. In 
all, from the date of the first incision until 
her examination by us in 1948, the breast had 
been incised nine times. The patient did not 
nurse her child. Her general health was 
stated to have remained more or less normal. 
No history could be elicited of any case of 
tuberculosis in her family. 

General Examination.—The patient was of 
medium height and normal weight. The right 
breast was smaller than the left, with the 
nipple slightly retracted and lying just above 
Upcot’s line.” The normal mammary arc was 
defective. At the upper border of the nipple 
there was a discharging sinus. A mass was 
present, located in the lower half of the upper 
and outer quadrant and involving the nipple. 
It was firm and hard, but with a certain de- 
gree of elasticity, particularly in its center. 
Its limits were indefinite, and, although it was 
fixed to the glandular tissue, the gland as a 
whole was freely mobile on the underlying 
parts. There was a suspicion of fluctuation in 
parts. The plateau test of Jackson and Sever- 
ence!! gave negative results. The axilla was 


normal, and there was no suggestion of any | 


involvement of the axillary or supraclavicular 
or of the inguinal glands. Clinical examina- 
tion of the thoracic and abdominal cavities re- 
vealed no abnormalities. 

Transillumination. — The left breast was 
normal. The right showed marked generalized 
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opacity, most pronounced in the upper and 
outer quadrant. In this situation an area of 
almost complete opacity corresponded with the 
mass clinically palpated. The opacity, which 
was more marked than is usual in cases of 
carcinoma, suggested that caseation or calci- 
fication might be present. There was no sug- 
gestion of extension of the tumor toward the 
thoracic wall, and the axillary space appeared 
normal. 

Roentgen Examination.—The mammary arc 
was altered. The break in continuity of the 
epidermal line was clearly illustrated, and the 
deficiency of the glandular tissue was indicated 
by the degree of translucency of the films. 
The fibrous tissue was mainly concentrated at 
the base of the gland in one mass, the alveolar 
spaces being largely obliterated owing to the 
clumping together of the striae. Such striae 
as were recognizable were irregular but in no 
part ruptured or invaded by cells. At the base 
of the mass two white opaque areas were seen, 
approximately 4% and 14 of an inch (0.3 and 
0.6 cm.) in diameter, which strongly suggested 
the presence of caseation. 

Figure 1 shows the left breast with normal 
roentgenographic characteristics. 

Figure 2, a view of the right mammary 
gland, demonstrates the broken mammary arc 
and the deficiency and alteration in disposition 
and consistency of the glandular tissue. It 
also shows the rearrangement of the fibrous 
tissue, the two caseated areas at the base and 
the intact basement membrane, which helps to 
distinguish it from a malignant condition. 

Hematologic Picture-—Apart from a slight 
degree of anemia and slight lymphocytosis, 
the blood picture was normal. The Wasser- 
mann and Kahn reactions were negative. 

Biologic. — Some discharge obtained from 
the discharging sinus was injected into the 
anterior chamber of the eyes of a mouse and 
a guinea pig. The results were negative. In- 
oculation of a guinea pig, which was killed at 
the end of six weeks, also produced a negative 
result, although two enlarged mesenteric 
glands were suggestive of tubercles. 

Diagnosis.—Syphilis, actinomycosis, plasma 
cell mastitis and subacute mastitis were re- 
garded as definitely eliminated, and the diag- 
nosis lay between tuberculosis and carcinoma 
or both. The appearance of the swelling de- 
veloping within six months of an injury pre- 
vented absolute elimination of carcinoma, but 
tuberculosis seemed to be the more likely, for 
several reasons. The factors markedly in fa- 
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vor of tuberculosis were the patient’s age, the 
appearance of the sinus, the consistency of the 
mass, the absence of glandular involvement, 
the mobility of the breast on the underlying 
tissues, the length of time the swelling had 
been present, the appearance on transillumina- 
tion and, roentgenographically, the intact 
basement membrane. The results of biologic 
tests were regarded as negative for malignant 
change but suggestive of tuberculosis. In these 
circumstances a mastectomy was advised and 
carried out in the Order of St. John Founda- 
tion Hospital. 

Difficulties in arriving at a preoperative 
diagnosis have been emphasized by Hinton and 
Lawson,” who reported 1 case in which they 
made a preoperative diagnosis of carcinoma, 
but the lesion proved on section to be tuber- 
cular; the axillary gland was involved. They 
reviewed 9 other cases of mammary tubercu- 
losis, but the preoperative diagnosis was con- 
firmed in only 3. 


Operation (Electrosurgical Mastectomy).— 
The electrosurgical technic has been described 
in detail in several of our published papers 
(Moore, W. J."°). By this method a mastec- 
tomy was carried out, all tissues being re- 
moved down to the fascia of the pectoralis 
major. 

The gland was removed from the midline 
outward, for by this technic the possibility of 
displacing cells or fluids into the retrosternal 
lymphatic chain is markedly reduced. Use was 
made of the transverse incision, and the tubu- 
lar needle was employed for the placing of the 
sutures. 


Advantages of Special Methods.—Elec- 
trosurgery: In comparison with operation 
by scalpel, the electrosurgical method has 
many advantages. The incisions are made 
with greater rapidity and with less trauma 
to the tissues. Parenchymatous and ve- 
nous hemorrhage is instantaneously con- 
trolled, with all the advantages of working 
in a relatively dry wound free from buried 
catgut. Nerve endings are insulated by 
the coagulation of their sheaths, so that 
shock is lessened and the development of 
neuromas eliminated. Histologic fixation 
of the tissues completely obstructs cellular 
and fluid dissemination and so reduces the 
incidence of local or remote recurrence. A 
deposit of protein, due to oxidation, on the 
wound edges prevents inflammation and 
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conserves the tissue fluids, with the conse- 
quent avoidance of dehydration. The tech- 
nic also results in a good scar, which be- 
comes less prominent with age and in 
which keloid does not develop. 

With the avoidance of dehydration, 
shock and postoperative pain and discom- 
fort, normal physiologic functions are 
more rapidly restored; the patient enjoys 
the freedom of the bed and experiences a 
sense of well-being. 

The Transverse Incision: The principle 
of the transverse incision is claimed to be 
anatomically, physiologically, histologic- 
ally, mechanically, surgically and aesthet- 
ically sound. The free exposure of the 
parts eliminates the need of prolonged re- 
traction, with its consequent trauma of 
the wound edges. These edges lie natural- 
ly in approximation, so that relaxation 
incisions and tension sutures are not re- 
quired. Fibers cut at right angles to the 
long axis heal more rapidly and produce a 
stronger and neater scar. In the case of 
the breast there is less liability to edema 
of the arm, and the patient enjoys from 
the beginning a greater freedom of move- 
ment. 

The Tubular Needle: Otto-Saphir'* and 
Trosorelli!® have shown that cells may be, 
and often are, deposited in needle tracts. 
The tubular needle avoids this complica- 
tion by enabling the sutures to be placed 
without contact with the tissues, while the 
needle tract is sealed by bringing the han- 
dle of the needle into contact with the ac- 
tive electrode (Moore, W. J.'°). 

Artificial Mammary Gland: Artificial 
breasts are now being extensively adver- 
tised in many journals. They have an aes- 
thetic and physiologic value, imparting a 
normal contour to the wearer and so sav- 
ing her from an inferiority complex. It is 
essential that the postoperative scar, espe- 
cially when the gland has been removed 
on account of malignant disease, be pro- 
tected from injury or irritation. 

Pathologic Picture—The gross patho- 
logic appearance of the amputated breast 
proved the clinical conclusions to be cor- 
rect. The view that there were two areas 
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of caseation at the base of the gland was 
upheld. Histologically the clinical, trans- 
illuminative and. radiological observations 
were confirmed (Fig. 3). The section 
showed groups of giant cells with the char- 
acteristic peripheral nuclear distribution. 


SUMMARY AND CONCLUSIONS 


A case of tuberculosis of the mammary 
gland, a somewhat rare disease, is re- 
ported, in which the correct diagnosis was 
made preoperatively. Deaver and McFar- 
land,’ in their textbook Diseases of the 
Breast, offered a comprehensive review of 
tuberculosis of the mammary gland. They 
cited a case reported by Marmangonia,'*® 
which is, in many respects, similar to the 
one reported in this paper. In both an in- 
jury was the determining factor. The 
exacerbation coincident with lactation is 
interesting. 

As to aids in arriving at a preoperative 
diagnosis, it is the author’s opinion that 
transillumination and radiologic proced- 
ures are of great practical benefit. Bio- 
logic tests have proved useful. Although 
the guinea pig test has been practiced suc- 
cessfully for many years in the diagnosis 
of tuberculosis, the implantation of tissue 
into the anterior chamber of the eye of a 
rodent is still in the experimental stage. 
The present case supports the statement of 
Greene!® that only malignant and embry- 
onic tissue will grow in the anterior cham- 
ber of the eye. This test may yet prove 
valuable. 

Apparently no record is available with 
regard to the result of injection of dis- 
charge from an ulcer or a sinus into the 
anterior chamber of the eye of a guinea 
pig, rabbit or mouse. It was decided to 
perform the experiment in this case; 
though not conclusive evidence, the nega- 
tive result was in keeping with the non- 
malignant condition. 

An electrosurgical technic was employed 
in the mastectomy. Its great advantage 
over the more orthodox scalpel technic in 
a case of this kind lies in its power to pre- 
vent local recurrence, especially in the 
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postoperative scar; in its hemostatic ac- 
tion, and in its sealing of the tissue spaces, 
which eliminates the danger of dissemina- 
uon and the opportunity for formation of 
a nidus to foster further infection. The 
subsequent history of the patient in the 
present case has confirmed these advan- 
tages. 

Author’s Note: We take pleasure in re- 
cording our thanks to Prof. J. W. Emslie, 
Head of the Department of Veterinary 
Pathology, University of Glasgow Veter- 
inary School, for his advice and help and 
for placing the resources of his depart- 
ment at the disposal of the senior writer, 
who carried out the experimental part of 
this work. We also thank Mr. James for 
making the photographs of the roentgeno- 
grams. 


RESUME 


L’auteur rapporte un cas rare de tuber- 
culose de la glande mammaire dont le 
diagnostic avait été fait avant l’interven- 
tion. Les auteurs Deaver et McFarland 
en font l’exposé complet dans leur livre 
intitulé: “Maladie du sein.” Le cas qu’ils 
citent, celui de Marmangonia, est sembla- 
ble par certains aspects a celui de |’auteur. 
La cause en fut un traumatisme et I’ex- 
acerbation survenue durant la lactation. 
Comme moyens utiles de diagnostic, l’au- 
teur recommande la trans-illumination et 
la radiographie, la biopsie et l’inoculation 
au cobaye. Un nouveau test est celui de 
l’implantation du tissu dans la chambre 
antérieure de |’oeil d’un rongeur. Seul les 
tissus d’origine maligne y poussent. Con- 
sidérations sur la technique d’implanta- 
tion. 

La mastectomie fut faite a 1|’électro- 
cautére; ce procédé est plus avantageux 
pour la patiente. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es wird ein Fall von Tuberkulose der 
Brustdriise, eine ziemlich seltene Erkran- 
kung, berichtet, in dem die richtige Di- 
agnose vor der Operation gestellt worden 
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war. Deaver und McFarland widmen in 
ihrem Lehrbuch der Erkrankungen der 
Brustdriise der Tuberkulose eine umfas- 
sende Besprechung. Sie zitieren einen von 
Marmangonia berichteten Fall, der in 
vieler Hinsicht dem in dieser Arbeit vorge- 
stellten ahnelt. Bei beiden Kranken spielte 
eine Verletzung eine entscheidende Rolle. 
Von Interesse ist das zeitliche Zusammen- 
treffen des Aufflackerns der Erkrankung 
mit der Stillperiode. 


Was die Hilfsmittel zur Stellung einer 
praeoperativen Diagnose angeht, so halt 
der Verfasser die Transillumination und 
das Roentgenverfahren fiir dusserst prak- 
tisch und aufschlussreich. Auch _ biolo- 
gische Proben haben sich als wertvoll er- 
wiesen. Der Meerschweinchenversuch 
wird zwar seit vielen Jahren in der Di- 
agnose der Tuberkulose erfolgreich ange- 
wandt, aber die Einpflanzung von Gewebe 
in die vordere Augenkammer des Nage- 
tiers befindet sich noch immer im experi- 
mentellen Stadium. Der vorliegende Fall 
bestatigt Greenes Feststellung, dass nur 
bésartiges und embryonales Gewebe in der 
vorderen Augenkammer wachst. Immer- 
hin mag sich dieser Versuch noch als wert- 
voll herausstellen. 


Allem Anschein nach liegen keine Be- 
richte ueber den Ausgang von Einsprit- 
zungen Ver Absonderungen aus einem 
Geschwiir oder Sinus in die vordere Au- 
genkammer des Meerschweinchens, des 
Kaninchens oder der Maus vor. Im vor- 
liegenden Falle entschloss man sich, den 
Versuch durchzufiihren; sein negativer 
Ausgang liess zwar keine endgiiltigen 
Schliisse zu, stand aber doch im Einklang 
mit der Annahme einer nicht bésartigen 
Erkrankung. 


Zur Mastektomie wurde ein elektro- 
chirurgisches Verfahren angewandt. Der 
grosse Vorzug dieser Methode gegeniiber 
der konventionelleren Skalpelltechnik liegt 
bei dieser Art von Fallen in der Méglich- 
keit der Vorbeugung Ortlicher Riickfalle 
besonders innerhalb der Operationsnarbe; 
weitere Vorteile werden in der haemo- 
statischen Wirkung dieser Technik und 
in ihrer Fahigkeit, die Gewebsspalten fest 
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abzuschliessen, gesehen, wodurch die Ge- 
fahr der Ausbreitung und die Méglichkeit 
einer Herdbildung fiir spatere Infektionen 
ausgeschaltet werden. Diese Erwartungen 
werden durch den Krankheitsverlauf im 
vorliegenden Falle bestitigt. 


RESUMEN Y CONCLUSIONES 


Se comunica un caso de tuberculosis de 
la glandula mamaria, enfermedad un tanto 
rara, en el cual el diagnéstico correcto fué 
hecho preoperatoriamente. Deaver y Mc- 
Farland,'* en su libro Diseases of the 
Breast exponen una revisién amplia sobre 
tuberculosis de la glandula mamaria; citan 
el caso comunicado por Marmangonia!® 
semejante en muchos aspectos al comuni- 
cado en este articulo. En ambos el factor 
determiante fué un trauma. Las exacerba- 
ciones presentes con la lactancia son in- 
teresantes. 

En relacion a los elementos para llegar 
al diagnostico preoperatorio, la opinién 
del autor es que la transiluminacioén y los 
procedimientos radiol6gicos son de gran 
ayuda practica. Las pruebas biolégicas 
han probado ser ttiles. Aun cuando la 
prueba con conejillo de indias ha sido 
practicada con éxito durante muchos anos 
en el diagnéstico de la tuberculosis, la im- 
plantacion de tejido a la cAmara anterior 
del ojo de un roedor permanece atin en 
estadio experimental. El caso presente 
apoya el postulado de Greene’? de que 
solamente el tejido maligno y embriologico 
puede desarrollarse en la camara del ojo. 
Sin embargo esta prueba puede ser todavia 
de valor. 

Aparentemente no hay referencia con 
relaci6n al resultado de la inyeccion de la 
secrecién de una tlcera 6 un seno, en la 
camara anterior del ojo del conejillo de 
indias, conejo 6 rat6n. En este caso se 
decidié hacer la experiencia; aun cuando 
no hubo evidencia conclusiva, el resultado 
negativo fué en relacion con el padecimi- 
ento no maligno. 

En la mastectomia se us6é una técnica 
electroquirtrgica, que tiene grandes venta- 
jas sobre el escalpelo ortodoxo en un caso 
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de esta naturaleza por su poder en la pre- 
vencion de recidiva local, especialmente en 
la cicatriz postoperatoria; su accion hemo- 
statica y en su sellamiento de los espacios 
tisulares, que elimina el peligro de la dis- 
eminacién y la oportunidad para la forma- 
cién de un foco propicio para la infeccién. 
La historia del paciente en el caso presente 
ha confirmado estas ventajas. 


SUMARIO E CONCLUSOES 


Relata o autor um caso de tuberculose 
da glandula mamaria,—doenca um tanto 
ou quanto rara,—no qual o diagnostico pre- 
operatorio foi feito com exatidao. Salienta 
haverem Deaver e Mc Farland, em seu 
livro “Doengas do Seio” fornecido um 
estudo compreenssivo da tuberculose da 
mama. Citam um caso registrado por 
Marmangonia que era, em muitos aspétos, 
semelhante ao que é néste trabalho rela- 
tado. Em ambos uma lesao foi o fator 
determinante, e a sua exacerbacaéo, coin- 
cidindo com a lactacao, é interessante. 

Salienta Moore que a transiluminacao e 
os processos radiologicos sao de grande 
valor para o estabelecimento de um di- 
agnostico pre-operatorio, revelando — se 
ainda uteis os téstes biologicos, 0 mesmo 
sucedendo a outras provas utilizadas no 
diagnostico da tuberculose. 

Discute o comportamento do caso em téla 
frente as diferentes provas experimentais 
a que foi submetido, salientando o valor 
de cada téste. 

Foi procedida a mastectomia pela elec- 
tro-cirurgia, que é pelo autor realcada com 
entusiasmo, detalhando todas as suas van- 
tagens, especialmente aquelas referentes a 
cicatrisacao, prevencao de recidiva local, 
infeccao e hemostase perfeita e segura. 
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Conclue o seu trabalho afirmando que a 
historia subsequente da paciente veio con- 
firmar todas as vantagens do metodo usado. 
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Surgeons’ Hall of Fame 


A PROGRESS REPORT 


Response to the creation of a Surgeons’ Hall of Fame at the Home of 
the International College of Surgeons in Chicago has been world-wide and 
more than enthusiastic. Apparently the need for such a permanent ‘mem- 
orial has been widely felt. The College is deeply gratified by this fine re- 
sponse. Our friends and colleagues here and in all other nations may rest 
assured that nothing will be left undone to make the reality as satisfying 
as the dream. 


Committee on Arrangements 
for the 


International Surgeons’ Hall of Fame 


Plans and arrangements for the Surgeens’ Hall of Fame are actively in progress. 


The Committee is as follows: 


Rudolf Nissen, M.D., F.A.C.S., F.I.C.S. (Hon.) University of Basel, Switzer- 
land, Chairman 


Morris Fishbein, M.D., F.I.C.S. (Hon.), Co-Chairman 

Henry W. Meyerding, M.D., F.A.C.S., F.1.C.S., Rochester, Minnesota 
Raffaele Bastianelli, F.I.C.S. (Hon.), Rome, Italy 

Raffaele Paolucci, M.D., F.I.C.S. (Hon.), Rome, Italy 

G. E. Konjetzny, M.D., F.I.C.S. (Hon.) Hamburg, Germany 

A. Mario Dogliotti, M.D., F.A.C.S. (Hon.), F.I.C.S. (Hon.), Torino, Italy 
Sir Zachary Cope, M.B., F.R.C.S. (Eng.) F.I.C.S. (Hon.), London, England 
Carlos Gama, M.D., F.B.C.S., F.I.C.S. (Hon.), Sao Paulo, Brazil 

Alexander Brunschwig, M.D., F.A.C.S., F.I.C.S. (Hon.), New York 


Hans Finsterer, M.D., F.R.C.M. (Hon., Eng.), F.1.C.S. (Hon.), Vienna, 
Austria 


Raymond Darget, M.D., F.I.C.S. (Hon.), Bordeaux, France 

Felix Mandl, M.D., F.I.C.S. (Hon.), Vienna, Austria 

Virgil T. De Vault, M.D., F.A.C.S.. F.1.C.S., Washington, D. C. 

W. W. Babcock, M.D., F.A.C.S., F.I.C.S., Philadelphia, Pennsylvania 
Prof. Dr. Bernhard Zondek, M.D., F.I.C.S., Jerusalem, Israel 

Felix Cunha, M.D., F.I.C.S., San Francisco, California 

Prof. Dr. Fahri Arel, M.D., F.I.C.S., Istanbul, Turkey 

Prof. Dr. Hiroshig Shiota, M.D., F.I.C.S., Tokyo, Japan 

Andre Crotti, M.D., F.A.C.S., F.I.C.S., Columbus, Ohio 


The rules and regulations adopted, as well as the criteria for admission and the 
details of procedure and protocol, will be announced in the near future. 
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Traumatic Cataract Surgery in Children 
: Needle-Hook Technic 


OTIS R. WOLFE, M.D., F.I.C.S. 


for earlier attention to surgical consid- 
eration of cataract resulting from in- 
juries to children and young adults. We 
frequently encounter patients with a his- 
tory of a blow or a penetrating corneal 
wound from which partial or total loss 
of vision has occurred. These patients 
usually state that they visited a physician 


| BEGIN this article by making a plea 


until the traumatic inflammation cleared, © 


and then accepted the final blind eye situa- 
tion as ‘“‘just too bad” but inevitable. The 
tendency of the laity and many members 
of the medical profession has been to ac- 
cept the situation philosophically and in 
effect to say to these patients, “You are 
lucky that the accident involved only one 
eye and that you have a good one remain- 
ing.” They know that the child will never 
have two perfect eyes again, i. e., with bi- 
nocular vision. 

As an ophthalmologist, whose first pre- 
cept should be conservation of vision, one 
should analyze every such case and advise 
the patient for future maintenance of 
maximum visual function. What is often 
not considered is whether partial vision 
can be salvaged in the injured eye. Even 
though binocular vision cannot be reestab- 
lished, partial vision is better than none. 
The child can have a quiet part-seeing eye 
as insurance against total blindness should 
accident or diseases ever affect the other 
eye. A quiet part-seeing eye is also much 
less apt to cause sympathetic ophthalmia. 

It is highly important, therefore, that 
salvage operations be performed early, 
while the retina still retains good function 
and before secondary glaucoma occurs or 
atrophy and softening set in. This sentence 
contains the main thought of this presen- 
tation. 


From the Eye Department, D Hospital, Marshall- 
town. 
Submitted for publication Feb. 15, 1953. 


MARSHALLTOWN, IOWA 


Frequently, it is not even advisable to 
wait until all traumatic inflammation has 
subsided, especially if synechiae exist. 
Many eyes do not long tolerate having 
the anterior chamber sealed off from the 
posterior chamber without showing incipi- 
ent deterioration. As soon as the cornea] 
wound is well closed, the lens substance 
is removed! by the Wolfe double suction 
cannula technic (Figs. 1 and 2). The kera- 
tome incision for this should be at the 
limbus, as far away from the wound as 
possible. Iridectomy is advisable if the 
pupil is small or synechiae are present and 
preventing dilatation. The better the pupil 
is preserved, the fewer synechiae are pres- 
ent and the smaller the amount of iris 
tissue lost, the better the prognosis. A 
part-seeing eye is also less apt to become 
a sympathetic nerve irritant to the remain- 
ing good eye. — 

The consequence of any penetrating ocu- 
lar injury is usually cataract, although 
contusion without actual penetration may 
also cause cataract. 


Fig. 1—Wolfe apparatus for soft cataract. After 

discission of anterior capsule the double-barreled 

cannula is inserted into the anterior chamber 

through a small keratome incision. Mouth suc- 

tion draws lens into glass trap. Fluid is injected 

from rubber bulb, accomplishing lavage and suc- 
tion simultaneously. 
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CATARACT IN CHILDREN 


Fig. 2.—A, double cannula in anterior chamber, soft lens substance being sucked into larger tube. 


Insert demonstrates suction into glass trap. B, fluid injected into anterior chamber. 


Accomplishes 


lavage and suction extraction of soft cataract, 


Briefly, the following syndromes are 
typical: First, a total cataract may de- 
velop, rapidly or slowly, in the contused 
eye. Penetrating corneal wounds affecting 
the lens capsule may heal over, but the 
lens will sooner or later become cata- 
ractous. The description of the mecha- 
nisms involved in this process require too 
much detail to be covered in a paper de- 
voted largely to the surgical phase. Second, 
the eye may remain chronically inflamed 
and show continuing inflammation, from 
which a secondary glaucoma may result. 
Third, the inflammation, as a result of 
trauma to the uveal tract or the presence 
of blood in the vitreous, may be followed 
by hypotony and atrophy. Fourth, rupture 
or penetration of the lens capsule may 
result in partial or complete absorption of 
the lens substance, with exudates, adhe- 
sions and scar tissue formation as a result 
of the trauma and inflammation. If the 
pupil has not been kept well dilated, this 
is a serious condition and the one for 
which I would particularly urge early sur- 
gical consideration. One is then confronted 
with a secondary or membranous cataract, 
the condition most frequently observed 
after penetrating injuries. Fifth, sympa- 
thetic inflammation may involve the other 
eye; this is the most serious complication 
and the greatest danger. Sixth, detach- 
ment of the retina and pathologic vitreous 
may be present. 

The danger associated with the fifth 
and sixth points has possibly been over- 


emphasized. It is pertinent, but in my 
opinion many eyes have been removed that 
might have been saved by early salvage 
operations as herein described. 

The complications and traumatic end re- 
sults are so varied and numerous that they 
are mentioned only in the foregoing six 
points. I shall discuss the main types of 
cases that are encountered at this clinic. 
They are chiefly the ones in which the 
inflammation has subsided. 

The basic principles that concern the 
ophthalmologist and should be kept upper- 
most in his analysis of the case are, first, 
to not let one poor eye ruin the good eye. 
This is logical, but neglect of it has caused 
many eyes to be removed that might have 
been saved for partial visual function. Of 
course, if the injured eye cannot be freed 
of ciliary inflammation and become a quiet 
eye, enucleation must be considered. The 
younger the patient the more applicable is 
this statement, although I have seen only 
a few persons with true sympathetic oph- 
thalmia resulting from old injuries. Such 
ophthalmia does occur, however, and is an 
ever-present danger that cannot be safely 
discounted. 

If the injured eye is to be retained, an 
effort should be made early to restore it, 
first to obtain a seeing eye if possible and 
at least a quiet eye. Unless circulation is 
restored between the anterior and posteri- 
or chambers, the eye will sooner or later 
deteriorate and be neither a seeing eye 
nor a safe quiet eye. 
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Traumatic conditions of the eye may be 
thus classified for a new surgical pro- 
cedure not heretofore described : 

A. Total cataract with the capsule in- 

tact. 

B. Rupture of the capsule with all or 

part of the lens absorbed. 

C. Iris adhesions, exudate and a mem- 

branous cataract. 

Class A.—For children and young adults 
with total cataract, thorough examination 
(particularly slit lamp analysis) is ad- 
vised, to determine whether the lens sub- 
stance is still soft. If the lens is soft or 
semisoft, the Wolfe double-barreled can- 
nula suction technic' (Fig. 1) is indicated ; 
it enables the surgeon to remove the catar- 
act by a minor surgical procedure with 
minimal danger of further trauma to the 
uvea. If the retina is undamaged, a fair 
to good prognosis can be made. In such a 
case, the Wolfe suction technic can be as 
effective for traumatic as for congenital 
cataract.'' In cases of congenital cataract 
the percentage of favorable results has 
been raised into the 90 per cent bracket, as 
compared to about 50 per cent with the 
old needling method. If the lens is not 
soft, the capsule is intact and no synechiae 
exist. Some intracapsular technic (prefer- 
ably the Barraquer) is considered. 


Classes B and C.—It is to these groups 
that special attention should be directed. 
A surgical procedure I have used for many 
years, with highly satisfactory results, is 
here presented. 

It is often a difficult matter for the 
ophthalmic surgeon to restore circulation 
between the anterior and posterior cham- 
bers of an old injured eye, because the 
lens capsule has been ruptured and part 
of the lens absorbed, leaving a shallow 
anterior chamber with adhesions and sy- 
nechiae. Exudate and scar tissue have 
formed in the remains of the anterior 
capsule, with adhesions to the iris or 
cornea, and are present in various stages. 
If the lens has been partly absorbed, a 
heavy sclerotic posterior membranous cat- 
aract may exist, and a regular needling 
will not suffice. It is difficult to determine 
what is capsule and what is exudate. If 
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Fig, 3.—A, Wolfe cycle-shaped knife 
needle is passed through cornea at 
12 o’clock. The cut should follow the 
dotted first horizontal 3 to 9 o’clock. 
In the second step it is swept up- 
ward from 6 to 12 o’clock. If a good 
central opening results, the oper- 
ation is here terminated. B, situa- 
tion in which the upward cut by 
Wolfe knife is not sufficient and the 
resulting opening is not central or 
adequate. The second stage of the 
procedure is then performed with 
the blunt hook. 


the iris is incarcerated with no function- 
ing pupil, the Zeigler knife through-and- 
through technic has shown some good re- 
sults, but in many cases neither of these 
technics is adequate. The Wolfe cycle- 
shaped knife needle technic (first step), 
here illustrated, is efficient and may be 
adequate if the membrane is thin (Fig. 
8A). 

If occlusion or seclusion of the pupil 
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exists, surgical measures should be quickly 
employed, as frequently the eye deterio- 
rates and softens rapidly, the prognosis 
becoming progressively poorer. These con- 
ditions are generally difficult to handle 
and of varying degree. Complications, par- 
ticularly hemorrhages, are frequently en- 
countered, making the surgical procedure 
more intricate. If operation is employed 
in a case in which the condition is highly 
complicated, the patient should be told 
that it is a salvage operation, with every- 
thing to gain and nothing to lose. A de- 
featist attitude on the part of both sur- 
geon and patient is often encountered and 
is not justified. The patient, parents or 
family should be fully acquainted with the 
facts and willing to chance a salvage oper- 
ation. 


Surgical Technic.—I herewith submit a 
planned surgical technic that may be par- 
tially or wholly employed. It has been very 
satisfactory in cases of Class B and Class 
C. I have used this combined knife-needle- 
hook procedure for many years and found 
it adequate in most cases. It is a compara- 
tively simple procedure, and it frequently 
saves the surgeon from subsequent nee- 
dlings or major surgical procedures. The 
surgeon should plan the entire procedure. 
It may be utilized only partly (Fig. 3B) 
should the capsule prove to be one that 
can easily be opened without strands of 
capsule remaining in the center of the 
pupil. 

For young patients (without increased 
tension) the procedure is as follows: The 
curved knife needle is introduced at the 
limbus (Fig. 34). The knife needle point 
is then jabbed through the membrane as 
low as possible and turned to cut from 
3 to 9 o’clock to open and release the mem- 
brane below. The second action is to slit 
the membrane from 6 to 12 o’clock, using 
a positive sweep of the knife from below 
upward (Fig. 3B). Here the curved knife 
needle will sever many membranes where 
the straight one will not. If a good open- 
ing results, the operation is terminated. 
Sometimes, instead of cutting, the mem- 
brane stretches or tears and does not clear 
the middle of the pupil. The surgeon keeps 
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this in mind, and if the membrane cannot 
be severed satisfactorily the knife needle 
is used to enlarge the corneal incision as 
it is withdrawn, making about a 2.5 to a 
3 mm. opening. The Wolfe blunt hook is 
then introduced, and the membrane is 
caught below and withdrawn wholly or cut 


Fig. 4.—A, Wolfe curved knife in anterior 
chamber, through limbal incision. First cut 
is made as low along dotted line as possible. 
Then knife is turned with tip pointed back 
and an upward sweeping cut is made. B, 
opening in capsule to be desired; if obtained 
with Wolfe knife, first step is adequate for 
visual function, as capsule will shrink 
further. 
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off if prolapse of the iris occurs (Figs. 4A 
and 5A). If the membrane slips or is diffi- 
cult to engage, the hook is turned and 
twisted, and this will usually hold the part- 
ly severed membrane that might otherwise 
slip away (Fig. 5B). If a corneal ad- 


hesion is present and the iris strand is far 
enough away from the periphery to allow 


Fig. 5.—A, author’s blunt hook introduced 
through corneal incision. Hook catches mem- 
brane and is drawn up, tearing it or drawing 
it out through corneal incision, B, hook catch- 
ing upper margin of an inadequate opening 
from knife incision of tough membrane. Hook 
breaks it or draws it out through the corneal 
incision, 
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Fig. 6.—A, case of A. H., a 5-year-old 
girl. Icepick penetrated cornea at site 
of scar. Total cataract with iris adhered 
to cornea. Very disfiguring. Light per- 
ception only. B, final result of operation 
for totally blinding traumatic cataract. 
Patient has 20/30 (90 per cent) vision 
and an excellent cosmetic result. 


the point of the curved knife to catch it 
without traumatizing the cornea, we sever 
it (Fig. 44). Under these circumstances I 
use the highly curved cycleshaped needle 
(Fig. 3B). 

There is very little reaction, and a clear 
black pupil is usually obtained, permitting 
early fundus examination. If there is any 
question as to whether the membrane is 
adequately severed, the Hildreth fluores- 
cent lamp is used before the needle is with- 
drawn. 

The technic is an outgrowth or continua- 
tion of a method of iris and capsule in- 
carceration that has been employed in this 
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clinic for twenty years in cases of sec- 
ondary glaucoma. It is used for incarcer- 
ation of capsule, or iris, which acts as a 
seton to allow external drainage for sec- 
ondary glaucoma following extracapsular 
cataract operations. The incarcerated cap- 
sule does not absorb, but gives continual 
subconjunctival drainage. This technic 
was reported in the American Journal of 
Ophthalmology.? The use of the blunt hook 
was fully described, and its employment 
for external drainage is still recom- 
mended. Mechanically it is essentially the 
same, except that a keratome incision is 
made under a conjunctival flap. 


REPORT OF CASES 


CASE 1.—A. H., aged 5, of California, was 
referred to this clinic by her uncle, an un- 
usually competent optometrist. Several months 
before she came to us she was punching a hole 
in a doll’s shoe with an icepick, which slipped 
and penetrated the left cornea. An sphthal- 
mologist treated the eye, keeping it dilated for 
several weeks. The child had little pain and 
only a small amount of inflammation, but after 
the inflammation had subsided it was discov- 
ered that she could see very little. The parents 
consulted several ophthalmologists, most of 
whom offered no solution to the problem, and 
one of whom told them that eventually the eye 
would have to be enucleated. 

The patient was an unusually beautiful child 
except for the easily apparent white lens opac- 
ity. She was well nourished and had made 
normal progress in school. She had a high 
intelligence quotient. Examination showed the 
right eye to be normal, but with the left eye 
she was able to demonstrate only finger 
motion on the temporal side with good light 
projection. Objective examination revealed a 
very small pupil, completely immobile, with 
a corneal scar just above and to the right of 
center, and heavy iris adhesions to the corneal 
wound (Fig. 64). There was complete seclu- 
sion of the pupil, with no reaction whatever 
to atropine. The lens capsule had been rup- 
tured but had healed. 

Three distinct surgical procedures were per- 
formed as outlined. The first step was sever- 
ing of the iris strand that adhered to the 
cornea. Second, the iris was dissected free 
from the lens capsule, and this was followed 
by discission of the lens. The third and last 
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step was aspiration of the lens substance by 
the Wolfe double cannula technic. Several 
pieces of calcareous lens nucleus required re- 
moval with forceps. The greatest postopera- 
tive problem was considerable hemorrhage 
from the blood vessels of the iris. The pupil 
was kept well dilated, the blood was gradually 
absorbed, and the iris was found free. The 
patient obtained 20/30 corrected vision after 
hyperemia resolved (Fig. 6B). Two years 
later the eye showed a small thin cyclitic 
membrane which may later require discission, 
but the patient still has 20/40+ vision. Fun- 
dus examination reveals no abnormalities. 
There is no deviation. 

The most gratifying phase of the entire 
case, however, is the cosmetic result (Fig. 7). 
The eye continued soft for several days after 
the operation, but at the time of writing it 


Fig. 7.—A, case of A. H. Note excellent cosmetic 
result one year after operation for traumatic 
cataract. 20/30 vision. B, left eye after suction 
of cataract operation. Left eye looks normal ex- 
cept for slight irregularity of pupil. Corneal scar 
is shrunken so that it is scarcely visible. 
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Fig. 8.—A, case of R. C. (R. C., Micropthalmus; total white cataract). 
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Operation was performed 


when this child was 5 months of age, because of total blindness. First the suction technic and then 
the pupillary membrane knife hook technic was used. Photograph taken at the age of 1% years. 


seems normal to finger palpation. Without 
close scrutiny, one would not note any differ- 
ence in the two eyes. The child has good 
pupillary action, In fact, the parents say 
that many of their friends ask which eye 
was injured. An aphakic correction is worn 
for a short time each day to keep the retina 
functioning. The highly intelligent parents 
are very grateful and feel that they have given 
her the best possible insurance against blind- 
ness, should any disease or injury ever affect 
the right eye. They are also most happy over 
the cosmetic improvement. 


CASE 2.—R. C., aged 9 months, was totally 
blind, with microthalmus and complicated total 
cataract. Operation by the Wolfe suction 
technic was performed when the child was 5 
months old. The media immediately cleared 
and glasses were prescribed, also orthoptic 
training (Fig. 8) two and a half years later. 
The eyes appear normal—clear media with 
normal corrected vision. 


CASE 3.—(Fig. 9) R. A. was totally blind 
from left traumatic cataract. Six days before 
examination, glass penetrated the cornea ex- 
ternal to the pupil at about 10 o’clock, leaving 
a heavy wound. Total white swollen cataract 
was present, with capsule and free lens in 


R. C. at the age of 8 years. Eyes look normal, media clear. 
Complete rehabilitation. 


Estimated corrected vision normal. 


the anterior chamber. The pupil dilated well. 
Operation was performed by the Wolfe double 
cannula suction technic with peripheral iri- 
dotomy. The entire lens was aspirated, the 
posterior capsule being retained. The next 
day there was a clear black pupil. Very little 
operative reaction was encountered. Convales- 
cence was rapid. On the fifth night the eye 
was struck and there was some bleeding, but 
the blood was absorbed by the tenth day. The 
pupil was slightly irregular. Two months later 
the knife - needle - hook technic (herein de- 
scribed) was employed on the posterior cap- 
sule, which had become opaque. The result 
was 20/15 vision. Normal vision was obtained 
by orthoptics and refraction. Both the cosmetic 
results and the visual rehabilitation were good. 


SUMMARY AND CONCLUSIONS 


To prevent amblyopia, which occurs 
early in children with traumatic cataract, 
an overall plea for early operation is 
made. The author’s suction lavage technic 
is used for soft traumatic cataracts with 
intact capsule. A new knife needle hook 
technic for secondary or membranous cata- 
ract is submitted. It can be used com- 
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pletely or partially to eliminate any pupil- 
lary membrane: Several illustrations and 
histories showing original observations 
and later visual rehabilitations are pre- 
sented. 


RIASSUNTO E CONCLUSIONI 


Si raccomanda vivamente |l’intervento 
precoce per prevenire la ambliopia che si 
riscontra molto presto nei bambini affetti 
da cataratta traumatica. La tecnica di 
lavaggio-suzione dell’autore é usata per le 
cataratte traumatiche molli con capsula 
intatta. 

Viene descritta una nuova tecnica per 
la cataratta secondaria 0 membranosa. 
Essa pud essere usata completamente o 
parzialmente per eliminare ogni membra- 
an pupillare. 

Vengono presentate diverse illustrazioni 
e storie che illustrano le osservazioni origi- 


Fig. 9—R. A. Suction operation performed on 
traumatic cataract five days after penetrating 
wound. Posterior capsule retained intact. Clear 
black pupil resulted. Discission of posterior cap- 
sule occurred two months after the operation. 
Corneal scar released and shrunk. Final vision 
20/15. Perfect cosmetic result. 
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Fig. 10.—A, case of L. L., a young adult. 
Total traumatic cataract with iris ad- 
herent to cornea and to calcified lens. 
Cataract was loosened from iris and de- 
livered with toothed forceps. Corneal ad- 
hesion severed at first step. B, same case. 
Note sclerotic exudate (later absorbed) 
adherent to iris. Posterior capsule re- 
quired discission, Corneal adhesion shrunk 
after being severed. Near-normal vision 
and an excellent cosmetic result were 
obtained. 


nali e la ripresa della vista a distanza. 


tempo. 


SUMARIO E CONCLUSOES 


FE proposto pelo autOr um processo para 
prevenir a ambliopia que aparece nas cri- 
ancas atacadas de catarata traumatica. O 
processo de lavagem e succao proposto é 
usado para as cataratas moles de origem 
traumatica que appresentem a capsula 


aw q 
A 
F 
. 
: 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


intata. Apresenta ainda um novo bisturi 
especializado para tratamento cirtirgico 
das cataratas secundarias ou membrano- 
sas. O me todo pode sér usado, total ou 
parcialmente para eliminar qualquer mem- 
brana pupilar. Sao apresentadas inumeras 
ilustragdes e historicos mostrando obser- 
vacoes originais, e bem assim a recupera- 
cao visual posterior ao tratamento empre- 
gado pelo autor. 


RESUMEN Y CONCLUSIONES 


Se aboga por la operacién precoz para 
la prevencién de la amblipia que se pre- 
senta tempranamente en los ninos con 
catarata traumatica. La técnica de lavado 
vy succion del autor es usada para cataratas 
traumaticas suaves con capsula intacta. 
Se expone una técnica nueva “ bisturi, 
aguja y gancho” para catarata secundaria 
6 membranosa. Puede usarse parcialmente 
6 completamente para eliminar cualquier 
membrana pupilar. Se presentan varias 
ilustraciones e historias mostrando ob- 
servaciones originales y rehabilitaciones 
visuales posteriores. 


RESUME 


L’auteur insiste pour opérer les enfants 
présentant une cataracte traumatique afin 
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de prévenir l’amblyopie. Le procédé de 
succion est recommande pour les catarac- 
tes molles avec une capsule intacte. L’au- 
teur présente un nouvel instrument pour 
suturer les cataractes secondaires ou mem- 
braneuses. L’auteur illustre ses observa- 
tions. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Der Verfasser erhebt einen breit ange- 
legten Aufruf zur Friihoperation, um einer 
friihzeitig auftretenden Sehschwiche bei 
Kindern mit traumatischem Katarakt vor- 
zubeugen. In Fallen von weichem trau- 
matischen Katarakt bei intakter Kapsel 
verwendet er seine Spiiltechnik mit Hilfe 
der Ansaugung. Fiir sekundare oder mem- 
branoése Katarakte gibt er eine neue Tech- 
nik mit einem Messernadelhakena. Das 
Verfahren kann ganz oder teilweise zur 
Entfernung aller Pupillenmembrane ange- 
wandt werden. Verschiedene Abbildungen 
und Krankheitsgeschichten, die eigene 
Beobachtungen und die spatere Wieder- 
herstellung der Sehkraft darlegen, sind 
beigefiigt. 
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replete with papers on various autoge- 

nous homologous and commercially 
manufactured inert foreign substances 
which have been employed to build out fill- 
ing defects of facial contour. There is still 
a considerable divergence of opinion on 
which is the “ideal substance” to employ 
for this purpose. Every surgeon has shown 
preference for a favorite material and has 
achieved satisfactory results with it in 
particular situations. Paraffin, celluloid 
and ivory have been employed but gen- 
erally have grown in disfavor and have 
been discarded. Dermis, derma-fat, derma- 
fat-fascia, mammary tissue, iliac crest, rib 
cartilage, meniscal cartilage, nasal osteo- 
cartilage, and nasal sepatal cartilage and 
bone are some of the many autogenous 
substances currently employed by many 
plastic and maxillofacial surgeons. 

Until the advocation of preserved carti- 
lage by O’Connor and Pierce,! autogenous 
rib cartilage, the crest of the ilium, the 
osteocartilaginous nasal hump, and septal 
cartilage and bone were and still are pre- 
ferred by many surgeons to reconstruct 
receded chins. O’Connor and Pierce stated 
that, “After a five year waiting period 
we find that all of the refrigerated carti- 
lage isografts that have been transplated 
have retained their original size and 
identity.’ Peer? proved histologically that 
“dead cartilage grafts showed progressive 
invasion by fibrous tissue and partial ab- 
sorption.” This led many plastic and 
maxillofacial surgeons to discard pre- 
served cartilage and stimulated a search 
for foreign substances which are inert, 
would be well tolerated by the tissues and 
would not be absorbed. Among those 
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[: recent years the literature has been 


found and employed are tantalum, vital- 
lium and polythene. These foreign sub- 
stances are preferred by some surgeons 
and have been employed with satisfactory 
results. 

The literature on all phases of plastic 
and maxillofacial surgery is voluminous. 
The articles thoroughly describe all types 
of functional and cosmetic deformities 
and means of correcting them. The liter- 
ature is sadly deficient, however, on analy- 
sis of facial contour ;*? perhaps because the 
vagaries of facial contour are so great that 
it is almost impossible to estabish any 
chart of “norms” for practical use. De- 
formities of the chin are much more prev- 
alent than one would assume from 4 
perusal of the literature. 

Patients with deformities of facial con- 
tour are no longer looked upon cynically 
when they desire improvement. The medi- 
cal profession is no longer prejudiced 
against cosmetic plastic operations. We 
have come to realize that the mental 
anguish of some patients is so great as to 
cause complete disruption of the patient’s 
social activities. Ridicule by unthinking 
persons aggravates the maladjustment. 
The strong relation between physical de- 
formity and the state of the mind is now 
fully recognized. Persons so afflicted are 
deeply affected by their appearance and 
many bar themselves from normal social 
activities. They may become depressed 
and can develop what I choose to call a 
“facial contour neurosis.” This psycho- 
neurosis is a minor malady, which can be 
cured by a successful esthetic operation. 
The patient may be completely rehabili- 
tated. If the neuropathic condition is 
neglected or inadequately treated it may 
slowly progress and develop into a true 
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Fig. 1.—A, preoperative photograph. Second degree chin recession. 
rhinoplasty, was unaware of chin deformity. B, postoperative photograph, showing result of pre- 
preserved cartilage chin implant. 


psychosis; the schizophrenic “facial con- 
tour psychosis.” The psychotic patient 
cannot be helped by a plastic operation. 
No matter how successful the operation 
may be, the psychotic patient always finds 
something to complain about and is never 
completely satisfied with the result ob- 
tained. 

In the practice of maxillofacial surgery, 
it has been noted that some surgeons tend 
to consider the mildly receded chin unim- 
portant consequently neglect it. Patients 
are not trained in facial analysis. Dis- 
pleased with their facial appearance, most 
of them blame the nose for their de- 
formity. Many suffer from a “nasal con- 
tour neurosis” and consult the plastic or 
maxillofacial surgeon for nasal correction. 
In most instances it has been found that 
the major facial deformity is not a de- 
formity of the nose but rather of the chin 
(Fig. 1). A careful critical analysis is 


JULY, 1953 
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essential. At least 15 per cent of the pa- 
tients examined were found to have con- 
comitant nose and chin deformities (Figs. 
2 and 3). A combined plastic procedure 
can correct the two deformities simultane- 
ously. 

A chin that is small creates the appear- 
ance of a longer (Fig. 4) or more prom- 
inent nose. It is for this reason that pa- 
tients consult the plastic surgeon for 
rhinoplasty rather than a chin plastic. 
In those cases in which the upper teeth 
are “bucked” and the upper lip protrudes 
in advance of the lower, the chin appears 
to be receded but actually is not. The 
profile is not attractive. In such cases it 
is sometimes very difficult to determine 
whether or not a chin implant is indicated. 
On occasion a receded chin has escaped 
detection when the patient posed for ex- 
amination; unconsciously the patients 
bring their chins forward in an unnatural 
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position tc mask their deformities while 
being examined. After a careful critical 
examination one must be able to visualize 
and forecast the end results of the antici- 
pated operative procedure. 

In 100 cases in which operations were 
performed during the past eleven years, 
preserved rib cartilage was modeled and 
implanted beneath the mentum pad to re- 
construct microgenic chins.‘ The patients’ 
ages varied from 13 to 62 years. Despite 
the report of microscopic absorption, pre- 
served rib cartilage was found quite satis- 
factory as a foreign body implant for this 
purpose. Fourteen patients with long- 
standing contour deformities were exam- 
ined postoperatively: (1 after eleven 


years; 1 after eight vears; 1 after seven 
years; 4 after six years; 3 after five years, 
and, 4 after four years. Absorption did 
not occur in any of these cases. The pa- 
tients may be considered a fair sampling 
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of the group as a whole, Every one of the 
100 patients was followed postoperatively 
for at least six months, and absorption did 
net occur in this period. After four weeks, 
when the operative edema has subsided, 
one can accurately palpate the cartilage 
grafts. Clinically, by careful palpation, one 
can determine any marked amount of 
cartilage absorption. This has not oc- 
curred. The 14 patients who returned for 
yearly examinations have demonstrated 
that the new chin contours were perma- 
nent The cartilage was accepted in every 
case, and not a single graft was lost. These 
results are contrary to those reported by 
Dingmam,’ who stated, “In several of our 
cases the preserved cartilage homografts 
has been absorbed and in other cases a 
foreign body reaction occurred that finally 
resulted in extrusion of the graft or has 
necessitated its removal.” 

Peer’s studies? were made on cartilage 


Fig. 2.—A, preoperative photograph. Concomitant nasal and chin deformity. Patient consulted sur- 


geon for nasal correction, was unaware of chin deformity. 


B, postoperative photograph, showing 


result of combined nasal plastic operation and preserved cartilage implant. 
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buried in the abdominal wall. The site in 
which cartilage is buried may have an 
important bearing on the degree of ab- 
sorption. The abdominal wall is constantly 
in motion, owing to the mechanism of 
respiration. It is subjected to considerable 
irritation and trauma due to the move- 
ment of the belt and clothing besides the 
twisting and turning in every day motion 
and sleep. These irritating mechanisms 
may be responsible for the absorption 
noted in this study. 

It has been observed that preserved 
cartilage implanted in the dorsum of the 
nose to reconstruct a saddle deformity 
undergoes absorption; mild in some cases, 
complete in others. In this particular site 
buried cartilage is poorly protected by the 
thin covering of the skin and subcutaneous 
tissue of the nose. It has been found that 
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preserved rib cartilage grafts are fre- 
quently extruded from the dorsum of the 
nose one, two or even three years after 
the operation. Preserved septal cartilage 
transplanted under the mucous membrane 
of the nose undergoes almost total ab- 
sorption. Here the extensive blood supply 
of the mucous membrane of the nose may 
account for the absorption of the carti- 
lage. However, preserved septal cartilage 
or rib cartilage employed to reconstruct 
the rim of the orbit has proved lasting, 
and the contours were retained. 

Large pieces of preserved rib cartilage 
transplanted under the mentum pad of the 
chin resisted absorption, and the modeled 
contours were maintained. One may hy- 
pethesize that the thick mentum pad acts 
as a cushion and protects the cartilage 
graft from trauma. It is my contention 


Fig. 3.—A, preoperative photograph. Concomitant nasal and chin deformity. Patient consulted sur- 


geon for nasal correction, was unaware of chin deformity. B, postoperative photograph showing 
result of combined nasal plastic operation and preserved cartilage implant. 
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Fig. 4.—A, preoperative photograph. Second degree chin recession. 
rhinoplasty, was unaware of chin deformity. B, postoperative photograph, showing result of pre- 
served cartilage chin implant. 


that the type of preserved cartilage and 
the site in which it is to be planted are 
important considerations in reconstruc- 
tive surgery. 

During the first three weeks after the 
operation, the cartilage chin implant may 
be easily displaced by accidental injury. 
The cartilage never becomes ankylosed to 
the mental protuberance. It becomes 
surrounded by fibrous tissue and is merely 
fixed in place. After five weeks the graft 
is firmly fixed by its fibrous tissue foreign 
body coat but can be freely moved from 
side to side. If, because of injury, the 
graft is displaced, the submental incision 
is opened, the adhesions are freed, and 
the graft is manipulated back into posi- 
tion. On occasion, a graft has been con- 
structed too large. It was subsequently 
removed, remodeled and reinserted. On 
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these occasions it was noted that a perma- 
nent thickening occurred in the subcuticu- 
lar tissue surrounding the cartilage graft. 
This thickened subcuticular fibro-adipose 
tissue is the result of a foreign body re- 
action. In tends to balloon out the chin 
and helps to maintain a full, rounded chin 
contour. The thickening is permanent as 
long as the graft is in place. It is diffi- 
cult to ascertain the amount of permanent 
thickening that occurs. 

Preserved rib cartilage is advocated as 
a suitable foreign implant for the re- 
construction of receded chins, for the fol- 
lowing reasons: 

1. There is a wealth of material, readily 
obtained, simple to preserve and easy to 
sterilize. A preserved cartilage bank may 
be prepared and maintained without diffi- 
culty. 
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2. Preserved rib cartilage is easy to cut 
and model. Premodeled, preserved rib car- 
tilage grafts of-all shapes and sizes can 
be always kept in readiness. 

3. Additional operative procedures on 
the ribs, knees or iliac bone with the in- 
herent risk of infection are eliminated. 
The additional discomfort and pain of 
these operative procedures are dispensed 
with. 

4. With preserved rib cartilage in the 
surgeon’s possession, the operation is a 
minor one, with no risk to the patient. It 
can be efficiently performed as an office 
procedure. 

5. Preserved rib cartilage is well toler- 
ated by the tissues. In this series of cases 
every graft was accepted. 

6. Preserved rib cartilage implanted 
into the chin neither curls nor becomes 
distorted. 

7. Large pieces of preserved rib carti- 
lage were transplanted into receding chins 
in 100 cases. No visible absorption of the 
cartilage was noted in any of these cases 
for periods up to six months. Fourteen 
patients were examined four to eleven 
years after the operation, and no diminu- 
tion in size of the grafts was detectable. 

8. The percentage of infection in this 
procedure is nil. Antibiotics have never 
been used prophylactically. In this series 
only 1 immediate mild postoperative chin 
infection occurred, which healed spontane- 
ously without specific treatment and with- 
out extrusion of the graft. 

At present I have 1 patient in whom I 
implanted 7 large pieces of preserved rib 
cartilage to reconstruct a receded chin 
and one whole side of the face. In a three- 
year postoperative period no visible ab- 
sorption of the cartilage occurred. One 
month prior to the time of writing an api- 
cal root abscess developed in a central 
incisor tooth, and the pus ruptured into 
the preserved cartilage pocket. It subse- 
quently erupted through the undersurface 
of the chin to the exterior. After a course 
of antibiotic therapy and a suitable ex- 
pectant period it may be necessary to re- 
move the grafts to clear up the infection. 
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SUMMARY 


Many different substances may be suc- 
cessfully employed to reconstruct the re- 
ceding chin. Preserved rib cartilage has 
been found to be an excellent foreign body 
graft in 100 cases. Clinically, large pieces 
of preserved rib cartilage have resisted 
visible absorption and in those 14 cases 
examined postoperatively for periods up 
to eleven years have not diminished in 
size. 


CONCLUSION 


The incidence of excellent results in 100 
cases of chin implantation performed dur- 
ing the past eleven years has proved pre- 
served rib cartilage to be a satisfactory 
foreign body implant for the reconstruc- 
tion of the microgenic chin. 


ZUSAM MENFASSUNG 


Die Haufigkeit ausgezeichneter Ergeb- 
nisse in 100 Fallen von innerhalb der letz- 
ten elf Jahre ausgefiihrten Kinnplastiken 
beweist, dass konservierter Rippenknorpel 
ein geeignetes _Implantationsmaterial zum 
Aufbau des unterentwickelten Kinns dar- 
stellt. 


RESUME 


Se servant du cartilage costale de ré- 
serve, l’auteur a refait 100 cas de menton 
avec succés durant les onze derniéres 
années, 


RESUMEN 


La incidencia de resultados excelentes 
en 100 casos de implantacion en el menton 
realizada durante los ultimos once afnos 
ha demostrado que el cartilago costal es 
un cuerpo extrafo satisfactorio para la 
reconstruccién de] menton microgénico, 


SUMARIO 
Os excelentes resultados observados em 


100 casos operados por implantacgaéo de 
“queixo” efetuadas durante os ultimos dez 
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anos pelo autor, vieram provar que 0 em- 
prego da cartilagem costal é oastante 
satisfatério para reconstrucao do queixo 
microgénico. 
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velopmental abnormality, but the 

head and neck, containing so many 
important and complex structures, have a 
very large variety of such deformities con- 
fined to a relatively small area. Because 
of the proximity of one part to another, 
more than one organ or tissue is often in- 
volved, so that the deformity is mixed, as 
with cleft lip and palate, in which the nose, 
jaw, mouth and throat are all concerned. 
This makes any rigid classification almost 
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Fig. 1.—Verruca removed in one stage. 


impossible. In the limited space available 
it is impossible to list and discuss all ab- 
normalities. Possibly the most important 
of the common deformities is cleft lip and 
palate, and this will merely be mentioned. 
It is a huge and complex subject in itself 
and demands separate and exhaustive con- 
sideration. In this paper I shall mention 
the common abnormalities and my views 
on their management. In addition, a selec- 
tion of unusual deformities will be pre- 
sented, with my experience in treating 
them. These last are included in the hope 
that my experience will be of aid if the 


. 
— \ | 


VOL, XX, NO. 1 


reader should encounter a similar deform- 
ity. Many times I would have been grate- 
ful for such help if I could have found it. 
The tissues in genera] will be discussed 
first and then the organs. 

Tissues in General.—Skin: The princi- 
pal anomalies of the skin are the heman- 
giomas, the nevi and the verrucae. The 
hemangiomas are usually easily identified 
grossly, but the other cutaneous lesions 
often present difficulties. The literature 
contains so many conflicting terms and 
classifications that for years I was con- 
fused. In addition, these lesions can be 
mixed. It is my opinion, therefore, if one 
bases his differentiation entirely on the 
microscopic appearance it will be easier 
and clearer. If a lesion consists of blood 
channels it is a hemangioma; if it contains 
nevus cells it is a nevus, and if it presents 
the typical epithelium-covered stalk it is 
a verruca. 

A hemangioma may be capillary or cav- 
ernous, depending on the size of the blood 


Fig. 2—Hemangioma removed by multiple excision. 
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channels. This lesion could well be consid- 
ered an anomaly of the vascular system, 
but since it usually involves the skin, it is 
best considered here. Lesions with very 
fine channels produce the strawberry 
mark, larger channels the so-called purple 
birthmark and still larger channels the 
cavernous hemangioma. The first two 
types are commonly flat, whereas the cav- 
ernous type is often tumorous. Whether 
they are ever malignant in the commonly 
accepted sense of the word is a moot ques- 
tion. To me it seems that the lesion is es- 
sentially a deformity. I have seen he- 
mangiomas that were growing and 
spreading, but this may have been caused 
by the natural growth of the patient and 
the rising blood pressure opening addi- 
tional channels. This spreading tendency 
seems not to occur in adults. While visiting 
Dr. Owens, it was my privilege to observe 
an extreme case of spreading hemangioma 
of the head in a young baby. The micro- 
scopic picture showed great cellular activ- 
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. 8.—Hairy nevus removed by multiple excision. 
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ity. Despite an apparently hopeless prog- 
nosis, the hemangioma was eventually con- 
trolled with sodium morrhuate injections. 
Since there can be no question in such a 
case of eliminating all of the cells, it seems 
reasonable to me to conclude that the 
lesion is not a tumor. 

As to treatment, I am convinced that no 
one method is best in every case, as there 
are many things to be considered. In the 
case of the flat strawberry mark or purple 
birthmark (capillary hemangioma) one 
must consider size and location. If excision 
is practical in one or more stages, this 
seems to me preferable. It is clean and 
permanent, and its final result is a line 
scar. A rough rule is that lesions up to 
3 cm. in diameter can be excised in a sin- 
gle stage (Fig. 1). Larger lesions are best 
excised in multiple stages (Fig. 2). Over- 
ambitious attempts to excise large lesions 
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in one stage are not satisfactory. Tension 
is so great that the scar spreads and an- 
other corrective procedure must be done. 
No time is gained, and more normal skin 
is sacrificed. 

When the extent of the hemangioma is 
unusually great—e.g., when there is con- 
tinuous involvement of the cheek, ear and 
neck, the course of treatment must be con- 
sidered carefully. If the skin is perfectly 
smooth, the contour normal and the pa- 
tient a woman, I prefer in most cases not 
to operate. The cosmetic ‘Covermark” 
properly applied hides the lesion com- 
pletely, and the result is much superior to 
any surgical procedure known to me. In 
the case of the male patient, cosmetics are 
obviously not very practical. Once again, 
if the skin is smooth and the contour nor- 
mal, I am of the opinion that the com- 
pletely normal-appearing tissue, except for 
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Fig. 4.—Nevus excised and replaced by nasolabial flap. 
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Fig. 5.—Turret skull. 


the one factor of color, satisfies the eye 
more than an area scarred by many in- 
cisions or covered by a graft, which is per- 
force surrounded by scar and the color of 
which may be very different from that of 
the normal skin in the neighborhood. 

Of course, if the mark is dark purple it 
may be so unsightly that even a graft that 
is far from a perfect match is preferable. 
Occasionally the involved skin surface is 
marred by excrescences. If so, one is ob- 
liged to remove the lesion. If it is within 
reason, multiple excision is preferable to 
grafting. There are many cases, however, 
in which free grafting is the method of 
choice. When one begins to speak in terms 
of dozens of operations, the cost to the 
patient in time, money and suffering can 
become extremely great. In some cases it 
is questionable whether the final result is 
an improvement sufficient to warrant the 
great and prolonged effort. 

When the hemangioma involves struc- 
tures such as the eyelids and nose, great 
caution should be exercised. It is not the 
part of wisdom to remove the discolored 
skin and substitute structural distortion 
and deformity. In this limited space it is 
impossible to analyze these situations in 
detail; each case is different and is a study 
in reconstructive surgery. Grafts and 
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flaps are used in great variety. Treatment 
of a condition of this kind should not be 
undertaken by any but a trained and ex- 
perienced person. 

As to nonsurgical methods, I have not 
found the injection of irritants such as 
sodium morrhuate to be practical for cap- 
illary hemangiomas. Roentgen therapy 
has not been successful in any case I have 
observed. Tattooing with pigments is done 
by some workers. I have not done this 
myself. I have seen a number of patients 
so treated elsewhere; I thought most of 
them improved but thought also that a 
skin graft would have produced even bet- 
ter results. 

The cavernous hemangioma presents a 
different problem. Here the abnormal 
color is only part of the picture. In addi- 
tion there is a tumorous mass, often raised 
far above the level of the skin and some- 
times extending deep into the tissues. In 
some cases important structures, such as 
the nose, lips or eyelids, are seriously in- 
volved. It is in these cases that limitation 


Fig. 6.—Prominence of right frontal boss. 
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Fig. 7.—Deficiency of left half of frontal bone. 


and shrinking of the tumor by fibrosis has 
its great field. Some prefer to accomplish 
this by injection of irritants, others by 
use of radium or radon seeds. 

Once again the decision whether to ex- 
cise the lesion or treat it by injection de- 
pends on size and location. Small and me- 
dium-sized lesions of the scalp, cheeks and 
neck are easily excised and the matter is 
ended. To spend time and effort in pre- 
liminary fibrosing procedures seems point- 
less to me, since in the end the lesion must 
be excised. If, however, the lesion is very 
large or involves important structures, the 
opposite is true. Immediate excision might 
completely destroy the anatomic integrity 
of the part and possibly produce danger- 
ous hemorrhage. In these cases prelim- 
inary fibrosis is very valuable. Personally, 
I use sodium morrhuate. It is not the 
only agent, but it works well and has stood 
the test of time. The lesion is injected un- 
til the tissue is tense. Ulceration occasion- 
ally occurs but does no harm. Injections 
are repeated at intervals of two to three 
months until the lesion is weil shrunk and 
fibrotic. Excision and closure or replace- 
ment by graft or flap can then be done. 
In the case of infants I usually wait until 
the child is about five years of age before 
beginning this phase. 


McEVITT: ABNORMALITIES OF HEAD AND NECK 


Nevi: These are the so-called moles and 
are very common. They vary in size from 
pinhead dots to giant-sized patches. They 
are usually hair-bearing and, depending 
on their size and position, can be very un- 
sightly. A genuine nevus contains nevus 
cells. If the growth does not contain these 
cells it is not a nevus, although it may ap- 
pear grossly to be pigmented. There is 
much fear on the part of the laity and even 
members of the profession as to the malig- 
nant potentiality of these lesions. In ac- 
tual practice this must be extremely slight. 
Personally I have never known malig- 
nancy to develop in one of these common 
multiple or giant moles, and I have talked 
to many experienced pathologists whose 
experience has been similar. This is not 
to say that it never occurs, but when one 
considers the enormous number of such 
lesions, the incidence must be very low. 

The principal reason for removing a 
nevus is its unsightliness, and the same 
principles employed for the flat capillary 
hemangioma apply to the nevus. If the 
size and location of the nevus make it pos- 
sible simple excision suffices. If it is too 
large for this or if it involves important 
structures, multiple excision in stages or, 
in some cases, grafts and flaps must be 
employed (Figs. 3 and 4). 

Verrucae: These are strange structures 
and are much less common than the he- 
mangiomas and nevi. They are usually 
greyish brown and have a crumbly, warty 
surface. Although unquestionably congeni- 
tal defects, they are usually indistinguish- 
able microscopically from other warts 
caused by a communicable virus; however, 
they never show any tendency to extend or 
to produce seedlings in other areas, and 
they are not communicable. They are 
treated in the same way as the nevi, the 
procedures in order of preference being 
simple excision, multiple excision and a 
graft or flap procedure (Fig. 1). 

Bone.—The anomalies of bone are less 
common than those of the skin, but of 
much greater variety. Some are incom- 
patible with life, occurring only in mon- 
sters. Others, though of congenital origin, 
are manifested mostly during childhood 
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Fig. 8.—Congenital small orbit left wall resected. 


or adolescence. At present I shall confine 
my comments to the skull only, as the cer- 
vical vertebrae are usually considered with 
the spine and trunk. 

Vault: The most common deformities 
of the vault are those involving the suture 
lines and resulting in some distortion of 
the shape, such as the turret skull that 
follows premature closure of the coronal 
suture (Fig. 5). 

Until recent years no treatment was 
available for these conditions, and severe 
damage often occurred because of pressure 
on the underlying brain. More recently, 
neurosurgeons have attacked the problem 
by what amounts to fragmenting and then 
reshaping the skull. In my opinion this is 


not part of the specialty of plastic sur- 
gery, but one should be aware of these 


possibilities. Often the infants involved 
have other deformities and the plastic 
surgeon is the first to see them. 

Frontal Bone: Part of the frontal bone, 
usually half, may be too large or too small. 
Excessive size is uncommon in my experi- 
ence and usually takes the form of exces- 
sive growth of one or the other of the 
frontal bosses. This is treated by trans- 
verse incision in the forehead and reduc- 
tion of the abnormal prominence with the 
osteotome (Fig. 6). 

The reverse condition is underdevelop- 
ment. Again, this is usually limited to one 
side. It can be corrected by exposure of 
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the bone by an incision made within the 
hairline, the soft tissues of the forehead 
being reflected downward. The deficiency 
is then filled with bone paste or cartilage 
and the soft tissue replaced. I prefer bone 
paste procured from the iliac crest. A 
pressure dressing is placed over the area 
for the first five days (Fig. 7). 

Orbit: Deformities of the orbit are un- 
common. Occasionally an abnormally 
small orbit is encountered, associated with 
microphthalmia or anophthalmia. If exces- 
sively small it may be necessary to enlarge 
it, so that a prosthetic eye of suitable size 
may be inserted. I have done this by ex- 
posing the lateral half of the orbit by a 
transverse incision through the outer can- 
thus and the conjunctiva. The lateral wall 
of the orbit is removed with osteotome and 
rongeur. The prosthetic eye can then be 
inserted easily and has no tendency to fall 
out (Fig. 8). 


Fig. 
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Nasal Bones and Mazilla: Abnormali- 
ties of the nasal bones are best considered 
with deformities of the nose considered as 
an organ (q.v.). Abnormalities of the 
maxilla consist almost exclusively of clefts 
of the lip, jaw and palate. This is an enor- 
mous subject in itself, demanding separate 
treatment, and is excluded from this paper 
for that reason. 

Mandible: The most common anomaly 
of the mandible is prognathism. Although 
developmental, it is not dealt with surgic- 
ally until the patient is an adult. The 
proper treatment of this condition is con- 
troversial and cannot be dealt with ex- 
haustively here. In general, one may say 
that prognathism may be corrected by 
osteectomy through the body of the mandi- 
ble, by osteotomy through the ramus or by 
excision of the head of the condyle. Each 
has its merits and deficiencies. Osteectomy 
as described by Blair and modified and re- 


9.—Mandibular prognathism. 
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fined by Dingman is the method I use as 
a rule. It has the advantage of not dis- 
turbing the joints and not upsetting the 
line of pull of the muscles of mastication. 
There is no danger of producing the open 
bite deformity that sometimes follows oste- 
otomy through the ramus. On the other 
hand, good teeth must sometimes be sac- 
rificed. Inevitably there are bilateral scars 
where the mandible was approached. De- 
spite these disadvantages, I prefer oste- 
ectomy (Fig. 9). One word of caution: It 
is of the utmost importance that the ortho- 
dontic bands used for intermaxillary fixa- 
tion adhere very firmly to the teeth, as 
slipping during the period of postoperative 
fixation may lead to malunion, which is a 
tragedy. I prefer eight weeks of post- 
operative fixation. The details of technic 
have been excellently described by Ding- 
man. 

I have had no experience with excision 
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of the head of the condyle as advocated by 
Gonzalez Ulloa. I have seen some of his 
patients, however, and, despite theoretical 
objections advanced in some quarters, they 
seemed to be doing very well. 
Micrognathia: This is the diametrically 
opposite deformity to prognathism but, 
unlike the latter, is of importance in the 
newborn. It consists of a very small re- 
truded mandible, associated almost always 
with a peculiarly wide cleft of the velum 
and part of the hard palate. The tongue 
is tied by a very short frenum, and the 
body of the tongue mounds into the phar- 
ynx, producing respiratory obstruction. 
The surgical treatment presented by Dr. 
Beverly Douglas consists of denuding the 
undersurface of the tongue, the alveolar 
ridge and the inner surface of the lower 
lip of mucous membrane and then effect- 
ing surgical adhesion of the tongue to the 
lower lip. For such an uncommon condi- 


Fig. 10.—Micrognathia. 
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Fig. 11.—Congenital hemiatrophy. 


Fig. 12.—Neurofibroma of lip and cheek. 


tion I have had a rather considerable ex- 
perience of 20 cases and can testify that 
the Douglas operation is of great value. 
In cases of severe involvement it is life- 
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saving and a procedure of emergency. I 
cannot stress too strongly that the opera- 
tion must be done with care, or failure of 
union between the tongue and lip will oc- 
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Fig. 13.—Hygroma, 


cur, in which case one’s position may be 
worse rather than better (Fig. 10). 
Other Tissues——Fat: The only abnor- 
mality I have encountered that is largely 
concerned with fat is congenital hemi- 
atrophy. It is of course a deficient deform- 
ity of all of the structures on one side of 
the face, but the most obvious lack as com- 
pared with the normal side is that of the 
subcutaneous fat. This can be supplied 
with a derma fat graft, which, as always, 
should initially be oversized to allow for 
shrinkage (Fig. 11). 
Muscles: I have not encountered signifi- 
cant anomalies of the muscles alone. 
Vascular System: The anomalies of the 
arteries and veins are hemangiomas, 
which are discussed under Skin. 
Nervous System: The nervous system 
is represented by the neurofibromas. These 
may show little or no growth, or they may 
be locally invasive. Occasionally they may 
be sarcomatous, in which case the prog- 
nosis is poor. Many are inaccessibly sit- 
uated, and total removal is difficult or 
impossible. Some are extremely vascular. 
If possible, and especially if growth is evi- 
dent, they should be excised. Repair de- 
pends on the location and size of the lesion 
and usually is of major proportions. Fig- 
ure 12 shows a neurofibroma of the lip and 
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Fig. 14.—Coloboma of upper eyelid. 


cheek. Lining and bulk were supplied with 
an arm flap, and surface by an advancing 
nasolabial flap (Fig. 12C). 

Lymph Systems.—Lymphangiomas are 
much less common than the hemangiomas 
and present only the problem of abnormal 
contour ; the serious problem of color is not 
present. Usually they are small and easily 
excised. An exception is the hygroma, 
which may involve huge areas of the face 
and neck and in most cases is not compat- 
ible with life. It is my conviction, how- 
ever, that if surgeons keep on trying they 
will learn to save many of these infants. I 
have successfully removed an enormous 
hygroma of the face and neck, in the sense 
that the infant survived the operation in 
good condition and lived for two weeks. 
The cause of death seemed to be exhaus- 
tion from respiratory difficulty. For this 
reason I suggest that tracheotomy be per- 
formed on such infants (Fig. 13). 

Organs.—Eyes and Adnexae: Anomal- 
ies of the eyes and adnexae are numerous, 
but few of them are of interest to the plas- 
tic surgeon. Some, such as microphthalmia, 
are beyond plastic repair. Occasionally 
one sees deformities of the lids that are 
amenable to surgical treatment; one of 
these is coloboma, which, though not very 
common, should be treated when encoun- 
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tered, as untreated it leaves a considerable 
area of globe exposed. The Wheeler halv- 
ing operation is the method of choice, in 
my opinion. A surprisingly large coloboma 
may be closed in this way, with excellent 
results. If involvement is extreme, an ac- 
companying external canthotomy may be 
required to compensate for shortening of 
the upper lid (Fig. 14). Possibly the most 
common ophthalmic abnormality is pto- 
sis. There is no perfect solution to this 
problem. In my experience one can divide 
the patients into two groups, those with 
significant levator function and those with 
no levator function. If there is reasonable 
levator function I advocate an operation 
of the Blascovicz type, which involves 
shortening of the levator in various ways. 
Customs differ in different communities. 
If the plastic surgeon is experienced in 
this field he can do this. If not, and if 
there are ophthalmologists who have in- 
terested themselves in the problem and 
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have produced good results, it is only just 
to the patient to refer him to them. 

For the patient with no levator function 
I have found my own variety of fascial 
support to be best. 

I use a wide piece of fascia lata. The 
distal end of the graft averages 2 to 2.5 
cm. in length and is sutured along the lid 
margin. The graft then comes up, follow- 
ing the contour of the lid, and is anchored 
again about 1.5 cm. from the lid margin. 
It then goes up under the eyebrow and is 
securely anchored to the fascia of the fron- 
talis muscle. In this way tenting and 
notching of the lid are avoided (Fig. 15). 

Nose: An uncommon but difficult ab- 
normality is absence of the nose. Com- 
plete absence requires the formation of a 
nasal passage, followed by total rhino- 
plasty for the external parts. An incision 
must be made in the skin and a tunnel 
drilled through the bone until the naso- 
pharynx is reached. This can then be lined 


Fig. 15.—Ptosis. 
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Fig. 16.—Congenital absence of nose. 


by inserting a skin graft over a mold. To- 
tal rhinoplasty follows but obviously can- 
not be done on a young infant. The delay 
involved is painful, but probably 12 to 14 
years is the age of choice (Fig. 16). 

Bifid nose, commonly but incorrectly 
called wolf nose, is in my experience best 
treated by the operation described by 
Webster. The bony bridge is narrowed as 
in cosmetic rhinoplasty, and the excess 
skin is removed in an ellipse extending 
from the nasal tip across the glabella and 
on to the forehead. Usually the alar car- 
tilages should be freed and approximated, 
as they are often widely separated (Fig. 
17). 

Partial defects usually of one ala or one 
side, often~ associated with congenital 
clefts, are best handled by a forehead flap 
in my opinion. The contiguous cheek, be- 
ing scanty, does not offer a plentiful area 
for obtaining a nasolabial flap. 

The so-called cosmetic rhinoplasty now 
done by thousands of surgeons of every 


- shade of skill and experience all over the 
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world usually deals with conditions which 
I regard not as developmental abnormali- 
ties but as variants within normal limits. 

Ears: Fortunately for humanity, the 
most common abnormality, namely, pro- 
trusion of the ears, offers one of the best 
correction possibilities in plastic surgery. 
I have discussed this subject in detail in 
the past and have modified the operative 
correction very little since. For details the 
reader is referred to the bibliography. I 
can say in general, however, that Luckett’s 
principle of excising cartilage in the ante- 
helix area still holds good. I have found 
that if this is done adequately it is not 
necessary to suture the cartilage, as it 
falls into place naturally and the skin clo- 
sure will hold it (Fig. 18). 

Absence of the ear is really an extreme 
degree of microtia, and total absence is 
very rare. Some portion of the auricle is 
usually present. Seldom is the lobe absent; 
in addition, some part of the auricular 
cartilage is usually present, though often 
deformed. Hearing, if it exists, is by bone 
conduction, and it has not been found prac- 
tical to attempt reconstruction of the ex- 
ternal canal and tympanic membrane 
(Fig. 19, A and B). 

Unquestionably total absence of the ear 
is one of the most vexing problems in plas- 
tic surgery. Personally, I have experi- 
mented with many methods. The basic 
method of securing soft tissue by raising 
a flap from the mastoid area and placing 
a skin graft posteriorly, as first described 
by Pierce and O’Connor, is still almost uni- 
versally employed. The materials used for 
framework are legion. I have tried and 
discarded rib cartilage, autogenous and 
preserved, cadaver ear cartilage, maternal 
ear cartilage and polyethelene. Others 
have tried and discarded metals and ani- 
mal cartilage and no doubt other materials. 

At present I am not starting new total 
ear reconstructions; I am delaying them 
while I try to analyze the problem again 
from beginning to end. About a year ago 
I was asked to see a completed ear recon- 
struction done by one of the most out- 
standing surgeons of the present time. To 
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me it ranked as one of the three best re- 
sults I had ever seen, and I have seen 
many. Yet, sadly, both patient and parents 
were terribly disappointed, and they did 
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not appear to be hypercritical. Regretfully 
I conclude that, thus far, a prosthesis is 
to be preferred to the average recon- 
structed ear of the past and present, in- 


Fig. 18.—Protrusion combined with true lop ear. 
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Fig. 19.—Nearly total absence of auricles. 


cluding of course those done by myself. I 
do not mean that surgeons should cease to 
study this subject. It is important to con- 
tinue to work for a solution, but I surely 
believe the time has come to face facts and 
cease performing operations which, as ex- 
perience has proved, do not produce results 
worth the time, trouble and expense. The 
surgeon should not recommend a thor- 
oughly unsatisfactory method simply be- 
cause he knows of nothing better. 
Miscellaneous Ear Deformities: There 
are numerous miscellaneous deformities, 
as any part of the auricle is subject to mal- 
formation, but most of them appear very 
infrequently. The student who encounters 
one must consult the great texts and the 
literature for help. One, however, is com- 
mon—the aberrant tag often observed 
about the tragus. Occasionally this con- 
sists only of skin and fat, but more often 


cartilage underlies it. Simple excision suf- 
fices to eliminate it, but it is well to re- 
member that the cartilage may be very 
near a facial nerve branch, and palsy can 
result if removal is not done with care. 


COMMENT 


It is my sincere hope that this review 
will be of help to at least some of my col- 
leagues. Obviously a myriad of malforma- 
tions, including whole categories, have 
been omitted. To cover them would re- 
quire a very large book. My purpose here 
has been to give my experience and my 
views on the conditions most commonly 
observed. The attached list of references 
is also very limited; it is not intended to 
be exhaustive, but to give to the reader, 
especially the inexperienced reader, a con- 
cise introduction to the fundamentals. 
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SUMMARY 


Developmental abnormalities of the 
head and neck are classified and discussed 
in a selective review of those most com- 
monly encountered. These include defor- 
mities or anomalies referable to the skin, 
the bones, nerve tissue, fatty tissue, lym- 
phatics, eyes, ears and nose. It is the au- 
thor’s hope that the article will serve as a 
concise introduction of the subject to the 
inexperienced practitioner who encounters 
such abnormalities. 


ZUSAM MENFASSUNG 


Die Entwicklungsanomalien des Kopfes 
und Halses werden an Hand einer Auswahl 
der haufiger auftretenden Formen klassi- 
fiziert und erértert. Dazu gehéren Ent- 
stellungen oder Anomalien der Haut, der 
Knochen, des Nervengewebes, des Fett- 
gewebes, des Lymphsystems, der Augen, 
der Ohren und der Nase. Der Verfasser 
hofft, dass seine Arbeit dem unerfahrenen 
Praktiker, dem solche Anomalien unter- 
laufen mégen, als eine gedraingte Einfiih- 
rung in das Gebiet dienen mége. 


RESUMEN 


Se clasifican y discuten en una revisi6n 
selectiva las anomalias de desarrollo de la 
cabeza y cuello encontradas mas comun- 
mente. Estas comprenden deformidades 6 
anomalias referidas a la piel, huesos, nervi- 
os, grasa, linfaticos, ojos, orejas y nariz. 
Es la esperanza del autor que este articulo 
sirva como una introduccién concisa al 
tema para el no experimentado que en- 
cuentra tales anormalidades. 


SUMARIO 


O autor fazendo um estudo e uma re- 
visao das anormalidades de desenvolvi- 
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mento da cabeca e pescoco, propde uma 
classificagaéo para as mesmas. Seleciona 
éle as anormalidades da pele, dos ossos, 
do tecido nervoso, do tecido gorduroso, dos 
linfaticos, dos olhos, dos ouvidos e do naris. 
Salienta que seu desejo é de que o seu tra- 
balho sirva como uma orientacao concisa 
para aquéles que venham encontrar tais 
anormalidades, sem pratica e experiencia 
do assunto. 


RESUME 


L’auteur énumére les anomalies de dé- 
veloppement les plus usuelles de la téte et 
du cou. Ces anomalies sont celles qui in- 
téressent surtout la peau, les os, les nerfs, 
la graisse, les lymphatiques, les yeux, les 
oreilles et le nez. Cet article sera d’un 
grand intérét pour le chirurgien moins 
expérimenté. 
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eases of the biliary tract in the adult 
primarily entails a discussion of the 
causes, symptoms, diagnosis and treat- 
ment of cholecystitis, both acute and 
chronic, with or without cholelithiasis, 
and some of the complications—empyema, 
perforation, with localized abscess for- 
mation, or diffuse spreading peritonitis, 
cholecystenteric fistulas and gallstone 
ileus. Some of the concomitant disorders 


eases ofthe bili of surgical dis- 


must also be mentioned, such as acute: 


and chronic relapsing pancreatitis and 
a late sequela, carcinoma of the gall- 
bladder. Hepatomas, both primary and 
secondary, and hemangiomas fall into the 
category of conditions remedial by surgi- 
cal treatment. 

The limited scope of this paper pre- 
cludes detailed discussions of all these 
subjects. One can do hardly more than 
call attention to some recent changes in 
concept that render these diseases and 
their complications more amenable to sur- 
gical treatment, as surgeons attempt to 
prolong the span of human life. 

Many years have elapsed since John 
B. Deaver became the proponent of the 
catchy alliteration “female, fair, fat and 
forty,” to which some medical wag has 
added “fertile, flabby, and flatulant,” as 
a prerequisite to the initiation of gall- 
bladder disease. It is now known gen- 
erally that they need be neither fair, fat 
nor forty. All of us have seen patients 
16 years of age who have had classic 
atvacks and whose gallbladders have been 
found filled with stones. Many of these 
had recently passed through a pregnancy. 
The fact remains, however, that approxi- 
mately one-third of women beyond the age 
of 40 have gallstones, and that obesity and 
pregnancy are undoubtedly predisposing 
factors. 


*Attending Surgeon, Provident ey Chicago. 
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John Hunter’s observation of the as- 
sociation of gallbladder diseases with ty- 
phoid fever was responsible for the bac- 
teriologic concept of causation, a point of 
view that prevailed for many years. 

The modern concept is that the disease 
is of chemical origin. Aronsohn and 
Andrews! in 1938 were the first to suggest 
on an experimental basis that cholecystitis 
is secondary to injury of the gallbladder 
wall by the action of bile. The principal 
constituents of bile are cholesterol, bili- 
rubin and calcium. Cholesterol is kept in 
solution in the bile acids and is precipi- 
tated when the concentration of bile acid 
is diminished from the normal concentra- 
tion of 1:2 to 1:12.! 

Recently, Thomas and Womack? have 
been able to produce cholecystitis in dogs 
by withholding food for twenty-four to 
forty-eight hours in advance of the experi- 
ment and then ligating the cystic duct. 
These authors have shown that the role 
of bacterial infection is superimposed on 
chemically damaged tissues. 

The extent of the damage is dependent 
upon the postulate of Virchow, the num- 
ber and the virulence of the organism and 
the resistance of the subject. If sufficiently 
fulminating, the process may go on to 
empyema, perforation with a resultant 
subhepatic or subphrenic abscess and, 
finally, general peritonitis. 

Fletcher and Ravdin*® observed, during 
a fifteen-year period at the Hospital of 
the University of Pennsylvania, that 44 
instances of perforation of the gallbladder 
were encountered among 2,807 operations 
for acute and chronic cholecystitis, an in- 
cidence of 1.6 per cent of the total number 
of gallbladder operations, or 5 per cent of 
operations for acute cholecystitis. 

The diagnosis is dependent upon the 
time-honored methods of careful anamne- 
sis, physical examination and evaluation 
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of the symptoms, signs and laboratory 
data. 

The frequency of association of disease 
of the gallbladder with peptic ulcer has 
recently been reviewed by Lieber.‘ of 
Philadelphia, who observed, in 29,779 
autopsies on persons over 20 years of age, 
an incidence of 11.6 per cent for gall- 
stones, as compared with 11.5 per cent for 
ulcer. 

The association of cholecystic disease 
with the age group in which precordial 
pain may have also occurred as the result 
of coronary heart disease also constitutes 
a major problem in diagnosis. The prob- 
lem of mortality and morbidity in this age 
group is furthermore complicated by as- 
sociated arteriosclerosis, diabetes, and de- 
generative diseases of the kidneys, or the 
heart. Establishment of the diagnosis is 
the ultimate responsibility of a competent 
internist as well as a surgeon. Accentua- 
tion of the pain by exertion, in addition 
to electrocardiographic changes, may be 
helpful. It is to be remembered, however, 
that in about 4 per cent of the cases the 
precordial pain with which gallbladder 
disease is sometimes associated disappears 
with the removal of the gallbladder. 

In 45 per cent of 211 cases recently 
reviewed by Cole and his associates the 
pain was epigastric. Another characteris- 
tic of the pain is that the major attacks 
may be short and mild, 82 per cent of the 
patients having an attack lasting less than 
one hour. 

Another point of value of the differ- 
ential diagnosis is that in most cases the 
severe pain occurs at night; in fact, one 
can almost be sure that if the pain is severe 
in the daytime it is not due to gallstones. 

Jaundice is not commonly associated 
with a cholecystitis; in fact, if jaundice 
is a predominant symptom, the trouble is 
usually medical rather than surgical. This 
is an extremely important consideration. 
The future status of the patient with med- 
ical jaundice depends to a great extent on 
his not being subjected to operation, since 
there is imminent danger of liver death 
after anesthesia and the added insult of 
surgical treatment. There is also the re- 
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mote danger of cirrhosis of the liver. 

During World War II there were ap- 
proximately 15,000,000 men and women in 
the Armed Forces. A not inconsiderable 
number of those serving overseas were ex- 
posed to or became infected with the virus 
of homologous serm jaundice. That this 
disease entity is universal is’ attested by 
the fact that Sten Madsen® of the Finsen 
Institute of Copenhagen has_ recently 
made a statistical review of the frequency 
of hepatitis in doctors and nurses who 
have been in close contact with the in- 
fected feces or urine of hospital patients. 
The nurses, singularly, did not show any 
increased morbidity; the doctors did. The 
importance of innoculation hepatitis has 
been repeatedly stressed by Capps® and 
his associates. With the currently in- 
creased use of multiple blood transfusions, 
too great care cannot be exercised in the 
collection and handling of the blood do- 
nors, for in the light of present knowledge 
the virus cannot be erardicated or killed 
by any method now available, present, and 
especially not by exposure to ultraviolet 
radiation. Capps has also expressed the 
opinion that storing the blood at room 
temperature, as advocated by Garrett 
Allen, will not eliminate the virus. 

There are many case reports of the as- 
sociation of cholelithiasis and hemorrhage 
in the gastrointestinal tract. Naunyn, in 
1892, first described 3 cases of aneurysm of 
the cystic artery causing massive hemor- 
rhages into the gallbladder. Massive hem- 
orrhages may occur as result of rupture 
of the gallbladder wall, especially if es- 
sential hypertension is also present. Hud- 
son and Johnson’ observed blood in the 
stools in 13 per cent of 100 consecutive 
cases of cholelithiasis in which operation 
was required, and in 8 per cent of cases 
of cholecystitis without cholelithiasis. The 
bleeding, in the opinion of many writers, 
is due to infection. However, a large hem- 
orrhage may occur as the result of trauma, 
a tumor, or rupture and aneurysm of the 
cystic artery or some of its tributaries by 
a stone; it may also occur in the presence 
of hypertrophic gastritis. 

The cholecystogram is important as a 
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laboratory aid to diagnosis, although its 
use is generally restricted to the chronic 
conditions. If adequate visalization is not 
obtained with a single dose, recourse is 
now being had to the double-dose dye. One 
must remember, however, to be sure first 
that the dye is taken, that it is retained 
and that liver function is sufficiently good 
to excrete the dye so as to permit its con- 
centration in the gallbladder, 

It has been my own experience, how- 
ever, that nonvisualization does not pre- 
clude the possibility that gallstones are 
present, even with the double-dose dye. 
Akerlund has demonstrated the value of a 
cholecystogram, taken with the patient in 
the upright position, in which the stones 


gravitate to the bottom of the gallbladder . 


wall where they can be easily visualized, 
with an area radiopacity at the bottom, 
immediately above the layer of stones, and 
a supralatent clear zone. 

Postprandial distress and tolerance of 
fatty or fried foods may or may not be of 
diagnostic importance. Roughly, about 10 
per cent of the population have achylia 
gastrica. A number of these patients are 
white collar workers who do not have ac- 
cess to hot and well-prepared meals or 
regular meals. To satisfy the cravings of 
hunger they eat cold foods, canned foods 
of fried foods. Many of them are victims 
of patent medicines taken for relief of so- 
called “indigestion.” Most of these com- 
pounds are anti-acid; in a considerable 
number of cases many of them are pre- 
scribed by medical men without benefit of 
a preliminary gastric analysis. Every pa- 
tient with gallbladder disease, especially 
of the chronic variety, should have a gas- 
tric analysis done in much the same fash- 
ion as has been advocated by Dragstedt* 
for the case of ulcer in which the patient 
is hospitalized and the fasting night secre- 
tion obtained. 

The Lyon-Meltzer method of duodenal 
drainage is also of value as a diagnostic 
adjuvant if the precaution of roentgen 
demonstration of the tube in the duo- 
denum is taken. The presence of bacteria, 
stone, crystals or tumor cells that may be 
stained by the Papanicolaou method may 
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be useful in determining whether infec- 
tion, stone or tumor is present. 

Erdheim, of the Viennese school of 
pathology, taught that the number of at- 
tacks of gallbladder disease a patient had 
had could be determined with remarkable 
accuracy at operation or autopsy by count- 
ing the successive crops of stones in the 
gallbladder. 

Early diagnosis and appropriate treat- 
ment of acute disease of the gallbladder 
are major considerations in the preven- 
tion of many of the complications of 
chronic disorders of the organ. 

What is to be done about the so-called 
silent gallstones? Howard K. Gray,’ in 
a follow-up of 112 cases for ten to twenty 
years, noted that patients who had pre- 
sented themselves to the clinic for exami- 
nation and in whom gallstones were dis- 
covered but not operated upon had about 
an even chance of recurring symptoms. 
One out of 5 had painful episodes, and in 
a small percentage of cases jaundice en- 
sued. 

Cole has expressed the opinion that 
these patients should be operated upon, 
if they are under 48, but that those over 
68 with cardiac. disease should be left 
alone. The complications attendant upon 
the neglect of gallstone attacks are often 
compelling factors in the decision for or 
against surgical intervention. 

Gallstone ileus in a large metropolitan 
hospital, though not too frequent, carries 
high morbidity and mortality rates, owing 
to lack of early diagnosis and delay in the 
institution of appropriate therapy. The 
patients are usually elderly obese women 
with associated organic heart disease or 
diabetes, usually with a definite history 
of gallbladder trouble. Such a patient, 
with the signs and symptoms of inter- 
mittently recurrent intestinal obstructive 
phenomena or attacks of intestinal ob- 
struction, should be suspected of having 
gallstone ileus. The obstruction is usually 
at the three points of narrowing of the 
intestinal tract, namely, the duodenoje- 
junal juncture, the ileocecal valve (as oc- 
curred in one of my cases) and the recto- 
sigmoid juncture. Walters and Snell, in 
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1948, showed that 2 per cent of all in- 
testinal obstructions are due to gallstones. 
Milch and his co-workers!’ have reported 
for a five year period (1946 to 1951) 217 
cases of obstruction of the small bowel at 
the Buffalo General Hospital; in 8 of these, 
or 3.6 per cent, the obstructions were due 
to gallstones. These authors reported a 
case of recurrent gallstone obstruction of 
the small bowel. 

Hydrops of the gallbladder occurs as 
the result of obstruction of the cystic duct 
by a stone or by a large stone of the 
ampulla. The mucus-secreting glands of 
the gallbladder mucosa continue to secrete 
mucus until the gallbladder wall is dis- 
tended to unusual size. The bile pigment 
in the gallbladder is absorbed and no more 
is able to enter, with the result that the 
gallbladder is filled with a white mucoid 
gelatinous material and may extend down 
to the pelvic brim. If not corrected by 
operation it may rupture, just as would 
a mucocele of the appendix, and produce 
fatal pseudomyxomatous peritonitis with 
intestinal obstruction. 

Carcinoma of the gallbladder in approx- 
imately 86 per cent of cases is due to 
stone. The Viennese school of pathology 
insists that in the overwhelming majority 
of instances the stone, even if not found, 
has been present previously. 

Cholecystoenteric fistulas are not un- 
commonly observed at operation. Erdheim 
used to say the worst thing that could 
happen to a patient with such a fistula 
was to fall into the hands of a surgeon. 
With the use of antibiotics this is no 
longer true. The fistula should be repaired, 
because of the danger of ascending in- 
fection. 

The relation between acute pancreatitis 
and disease of the gallbladder remains an 
enigma. The common opening theory of 
Opie, i. e., that based on the fact that the 
common duct of Wirsung opens in close 
proximity to the ampulla of Vater so that 
it can be blocked by stone, holds good in 
less than one-third of the cases; nor could 
it explain the cases in which the duct of 
Santorini is the main duct that opens the 
distance from the common duct. That 
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trauma or alcoholic excesses may bring 
on the attack, or that it may occur after 
a full meal, often associated with gallstone 
colic, has been known since the classic 
paper of Reginald Fitz in 1889. This is 
due to infected bile coming into contact 
with the pancreatic juice. Trypsinogen, 
in some way activated by this enzyme, 
digests the pancreas itself. Rich produced 
pancreatitis experimentally, but only by 
the injection of bile under tremendous 
pressures such as never occur in vivo. 
More recently acute pancreatitis has been 
produced by the use of d. |. ethionine, an 
antagonist of the essential amino acid 
methionine. Suffice it to say that acute 
pancreatitis in the majority of instances 
is a medical disease, and that surgical 
treatment of the biliary tract has little or 
no effect on its progress. Doubilet and 
Mullholland have advocated sphincteroto- 
my. Probstein of St. Louis, however, has 
shown experimentally that in sphincter- 
otomized dogs the mortality rate was ex- 
cessively high, owing to hemorrhage or 
infection or both. 

By and large, noncalculous cholecystitis 
is but one manifestation of infection of 
the biliary tree, comprising between 7 and 
10 per cent of acute diseases of the biliary 
tract, and is, as a rule, nonoperative. In 
general, if the patient is seen within the 
first twenty-four to forty-eight hours it 
is best to operate; if later, it is best to 
defer any such procedure until the acute 
symptoms have subsided. As a general 
rule the patients are not seen until late; 
what one really sees is acute exacerbation 
of the chronic disease. Wiliam S. Halsted, 
in 1901, presented a paper on early opera- 
tion for acute cholecystitis. This method 
was popularized by George Heuer, his 
pupil, and later by Frank Glenn. In con- 
sidering operation on the biliary tract, a 
sine qua non is proper restoration of the 
plasma, blood and electrolyte balance. 
When time permits serum amylase or 
urinary lipase tests should be performed. 
The operation requires adequate exposure, 
good lighting and painstaking dissection. 
John B. Deaver’s dictum was “You cut 
only what you see; as a corollary, do not 
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cut until you do see.” 

There are a large number of anomalies, 
both of the arteries-and of the duct sys- 
tems, which in general it is not necessary 
to memorize. Of particular importance, 
however, is the double cystic artery, for 
if one vessel is cut and the other is not 
a very distressing hemorrhage may occur. 
It is important to dissect all the struc- 
tures, and to identify each carefully as 
going into the gallbladder, before attempt- 
ing any ligation. 

For many years Lahey has advocated 
ligation of the cystic artery first as an 
adjuvant in the prevention of injuries to 
the common duct. Unfortunately, too many 
such injuries occur as the result of faulty 


technic or other avoidable accidents at the . 


time of operation. In the event that the 
structures of Calot’s triangle are obscured 
by infection or resultant edema, one 
should not hesitate to do a palliative pro- 
cedure, such as a cholecystostomy, or re- 
sort to definitive treatment by removing 
the gallbladder from above downward. 
Because of the 1 to 2 per cent mortality 
rate attendant upon gallbladder opera- 
tions exclusive of common duct injuries, 
a number of surgeons are advocating re- 
section of the anterior wall of the gall- 
bladder, removal of the stones and drain- 
age of the abdomen. This procedure, how- 
ever, does leave a portion of the function- 
ing gallbladder wall intact; this could best 
be treated by electrosurgical obliteration 
of the gallbladder or cholecystelectroco- 
agulectomy as advocated by Dr. Max 
Thorek,'' who has published the largest 
series of cases. By this method the gall- 
bladder wall is electrically coagulated, 
leaving no secreting surface and complete- 
ly obliterating all aberrant ducts of 
Luschka. 

The common duct should be explored 
(1) if stones are palpable or visible by 
transillumination, (2) if there is a history 
of jaundice but no jaundice is present and 
(3) if the common duct is enlarged. 

Lahey" is convinced that “many pa- 
tients with acute cholecystitis have had 
long-standing gallstones with seriously in- 
fected and thickened gallbladders .. . 
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It is therefore logical to assume that many 
of these patients who have had acute cho- 
lecystitis also have stones in the common 
ducts, particularly at the lower point 
where it enters the duodenum. 

It has been my own practice for a num- 
ber of years to do a transduodenal chole- 
dochotomy when indicated. No ill effects 
attend the procedure, particularly if one 
closes the longitudinal incision trans- 
versely with two layers of sutures. Cole 
recently has advocated needling the am- 
pulla in order to determine whether stones 
are present. 

In addition to the many diagnostic 
laboratory tests for obstruction of the 
common duct it is important to make a 
liver function test as early as possible 
after the onset of jaundice, and to repeat 
these tests seriatim at frequent intervals. 
In every case of cholecystectomy drainage 
should be employed; an increasing number 
of cases is reported in which pooling of 
infected bile has led to strictures of the 
common duct or to fatal biliary perito- 
nitis. 

Hepatomas and hemangiomas nowadays 
are often removed surgically by inter- 
locking mattress_ sutures tied over gel- 
foam. 

With patients whose livers have been 
damaged as a result of long-standing gall- 
bladder disease with associated hepatic in- 
fection, it is exceedingly important that 
transfusion reactions should be carefully 
avoided. Unfortunately, however, incom- 
patibilities in some of the subgroups have 
become an increasing factor in the mor- 
bidity and mortality following operations 
upon the biliary passages. For many years 
it has been the practice at the Lahey Clinic 
to give blood transfusions only when the 
patient is awake, either preoperatively or 
postoperatively. Even as small an amount 
as 200 cc. of incompatible blood may 
cause death. With the patient awake, and 
in the presence of a trained attendant, 
untoward symptoms may be promptly de- 
tected and administration of the blood 
suspended before serious damage ensues. 

The so-called post-cholecystectomy syn- 
drome may be due to (1) stones left in 
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the common duct, (2) too long a cystic 
duct, as reported by Womack and Garlock, 
(3) injuries to the common duct, (4) 
operations for noncalculous cholecystitis, 
(5) biliary fistulas, or (6) spasm of the 
sphincter of Oddi (according to Doubilet 
and Mullholland). 


CONCLUSIONS 


1. A résumé is presented of some of the 
more common diseases of the biliary tract 
amenable to surgical intervention. 

2. The modern concept of the causation 
of disease of the gallbladder is empha- 
sized. 

3. Some adjuvants helpful to establish- 
ment of the diagnosis are presented. 

4. Methods for prevention of some of 
the postoperative complications are sug- 
gested. 

5. A partial bibliography is appended. 


SCHLUSSFOLGERUNGEN 


1. Es wird eine Zusammenfassung eini- 
ger haufigerer Erkrankungen des Gallen- 
systems, die chirurgischer Behandlung 
zuganglich sind, gegeben. 

2. Die moderne Auffassung der Aetio- 
logie der Gallenblasenerkrankung wird 
hervorgehoben. 

8. Einige Hilfsmittel zur Stellung der 
Diagnose werden unterbreitet. 

4. Methoden zur Verhiitung gewisser 
postoperativer Komplikationen werden 
vorgeschlagen. 

5. Ein kurzes Literaturverzeichnis ist 
angefiigt. 


RESUME 


1. L’auteur résume les lésions les plus 
connues des voies biliares. 

2. Les cancers les plus fréquents sont 
étudiés. 

38. Des données trés précieuses pour 
aider le diagnostic sont énumérées. 

4. Des mesures préventives sont aussi 
suggérées. 

5. Une bibliographie, incompléte toute- 
fois, est aussi donnée. 
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CONCLUSOES 


1. E apresentado um resumo de algumas 
das mais comuns afec¢ées das vias biliares 
sujeitas ao tratamento cirurgico. 

2. O conceito moderno das doencas da 
vesicula biliar é realcado. 

3. Alguns meios coadjuvantes para o 
estabelcimento do diagnostico sao referi- 
dos. 

4. Sugere o autor os metodos a sérem 
adotados para prevenir algumas compli- 
cagdes posoperatorias. 

5. E anexada uma bibliografia parcial 
sobre o assunto. 


CONCLUSIONES 


1. Se presenta un resumen de algunas 
de las enfermedades mas comunes de la via 
biliar tratables con intervenci6n quirtr- 
gica. 

2. Se hace notar el concepto moderno 
de la causa de enfermedad de la vesicula. 

3. Se presentan algunos coadyuvantes 
utiles para el establecimiento del diagnés- 
tico. 

4. Se sugieren métodos preventivos de 
algunas de las complicaciones postopera- 
torias. 

5. Se agrega una bibliografia parcial. 
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Management of Hemorrhage from the Genital 


Tract During Late Pregnancy, Labor 


and the Puerperium 
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aggregation of similarly specialized 

cells united in the performance of a 
particular function. In any body a tissue 
is normally confined by its mesenchymal 
elements within certain limits for the per- 
formance of its function. Examples are 
kidney tissue, lung tissue, blood tissue, 
thyroid tissue, adrenal tissue, etc. Vari- 
ous tissues, for the exercise of specific 
functions for the individual body (host) 
of an animal (or plant), are organized into 
highly complex patterns called organs. 
That body which is served by a concatena- 
tion of the functions of its various organs 
is called an organism. 

Blood tissue is unique, as it is the only 
fluid, circulating tissue, ubiquitous in the 
organism, that contains certain cellular 
elements essential to normal physiologic 
processes of animal economy. Blood is 
vital to the function of every organ and 
to the survival of the organism of which 
each organ is a part. It is that tissue 
which is the sine qua non of life itself. 

Definition Bleeding, or hemorrhage, 
implies any abnormal escape of blood tis- 
sue from its vessels, whether profuse or 
slight. It is an aberrant process, hostile 
to the function of every organ of the body 
and therefore inimical to the normal pro- 
cesses of the organism. Aside from the 
periodic bloody discharge that character- 
ises normal menstruation, hemorrhage 
should always be regarded as an indica- 

*Professor of Clinical Obstetrics, College of Medicine State 
University of New York at Syracuse, N. Y. 

Read at the Seventeenth Annual Congress of the United 
States and Canadian Sections, International College of Sur- 


geons, Chicago, September 1952. 
Submitted for publication Sept. 4, 1952. 


Pieseresation defines a tissue as an 


tion of abnormality. It demands immedi- 
ate attention, undelayed, orderly investi- 
gation, and adequate measures to combat 
the cause, control the flow and replace the 
loss. Failure to observe this axiom invites 
tragic consequences. Hemorrage conduces 
to shock. Nothing creates more consterna- 
tion, or is a greater test of the skill, re- 
sources and equanimity of the surgeon, 
than sudden and violent hemorrhage. 
Nothing gives him more consolation than 
serious bleeding promptly and effectively 
controlled. It is an axiom that it is more 
salutary to save blood than to replace its 
loss by transfusion. 

Profound and too often tragic sequelae 
of sudden and torrential bleeding, internal 
or external, are doubtless most frequently 
observed in obstetric practice, in which 
hemorrhage is the leading cause of ma- 
ternal death! 

In Table 1 are assembled the obstetric 
conditions held mainly responsible for suf- 
ficient bleeding to demand emergency and 
sometimes heroic measures of treatment. 

Management of Uterine Hemorrhage 
During Late Pregnancy.—Abruptio Pla- 
centae: This expression is employed to 
designate accidental antepartum bleeding 
due to the premature separation of a 
normally implanted placenta after the fifth 
month of gestation. The degree of placen- 
tal separation may be slight or complete. 
Separation may occur before labor or 
during labor. It may be associated with 
toxemia or trauma or may be obscure in 
origin. The ensuing hemorrhage may be 
frank or concealed or both. The amount 
of blood lost depends upon the size of the 
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Etiol ee Frequency Period of Type of Mortality 
— (Average) Gestation Bleeding Rate 
A. Abortion 10%-20% 1st trimester Frank Rare in spontane- 


ous abortion 


Hydatidiform mole 1 to 2,000 1st trimester Frank 5% to 10% 
C. Ectopic pregnancy 1:300 1st trimester Mostly In- 2%-4% 
ternal; some 
spotting 
D. Abruptio placentae 0.5%-1% 3d trimester Frank or 2%-5% 


concealed 


Placenta praevia 1:150 3d trimester Frank 0.5%-1% 

F. Rupture of uterus 1:2,000 Usually during Mostly 5% (of all mater- 
labor or spon- internal nal deaths) 
taneous abortion 

G. Acute inversion 1:5,000 Before comple- External 1%-10% 

of uterus tion of 3d with shock 
stage 
H. Postpartum hemorrhage 1.4% During or after External Extremely varia- 


(Over 300 ce. from any 
cause) 


3d stage 


ble; depends on 
cause 


uterine sinuses involved in the area of 


separation. It is the general consensus 
that the blood lost by placental detach- 
ment is chiefly maternal blood. The ill 
effects of the accident upon the fetus are 
due to asphyxia. 

The maternal mortality rate associated 
with abruptio placentae with internal 
(concealed) hemorrhage is six times as 
great as that observed in the cases in 
which the bleeding is external. It is im- 
portant to distinguish abruptio placentae 
from placenta praevia and from rupture 
of the uterus. The careful evaluation of 
history, symptoms and signs (see Table 
3) and a painstaking physical examina- 
tion are the most reliable guides to cor- 
rect diagnosis. One must likewise consider 
the possibility, especially during labor, of 
bleeding from the uterus which results 
from a mild degree of separation of a 
placenta that is implanted lower than 
usual (usually not serious). Rupture of 
the marginal sinus or of a vessel in the 
cord (vide infra), may also mildly simu- 
late the first two of the aforementioned 
conditions. The total recorded number of 


the latter two episodes (Table 4) was 11 
in 10,000 consecutive cases reviewed in 
our series. The resultant bleeding in these 
two instances is of fetal origin and has 
been known to cause fetal death due to 
exsanguination. 

The role of maternal toxemia, cardio- 
vascular disease, trauma, and psychic or 
emotional influences as factors in the pro- 
duction of accidental hemorrhage is of 
significance. The reported statistical fre- 
quency of premature placental separation 
is variable (see Tables 4 and 5). 

Hemorrhage in a case of abruptio pla- 
centae may be mild, moderate or severe. 
The blood loss may be revealed (frank), 
or concealed (Figs. 1 and 2). It should 
be a rule that generous blood transfusions 
be given as soon as practicable, dextrose 
(10 per cent in physiologic solution of 
sodium chloride being administered while 
the blood is being made available). One 
should not withhold narcotics for the pain. 

Premature placental separation even of 
slight degree frequently invites the onset 
of normal and vigorous uterine contrac- 
tions without excessive loss of blood. With 
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separation of slight degree the fetal heart 
rhythm may not be appreciably affected. 
If the os dilates, early artificial rupture 
of the membranes (with care to evacuate 
as much amniotic fluid as possible), per- 
mits the uterine muscle fibers to shorten, 
enhances their power of contraction, re- 
duces the caliber of the bleeding sinuses 
and accelerates the first stage of labor. 
Delivery from below is indicated as early 
as possible in the second stage (not force, 
but art; the baby needs to be considered) ! 

Abruptio placentae of moderate degree 
is the same process with more placental 
separation, more hemorrhage and more 
urgent sequelae. A wavering fetal heart- 
beat, an increased maternal pulse rate, 
or a rigid and persistently undilated cer- 
vix, especially in a primigravida, dis- 
courages the hope of early delivery. Blood 
lost must be replaced, but forcible at- 
tempts to dilate such a cervix after rup- 
ture of the bag of waters, or rash methods 
instituted to hasten the onset or progress 
of labor, only invite worse complications. 
Laparotrachelotomy in some cases offers 
greater security to both mother and child. 
Reasonable conservatism, in the hope of 
avoiding an unnecessary abdominal de- 
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livery, is laudable. Even in apparently 
desperate cases continuous transfusion, 
with artificial rupture of the membranes 
and evacuation of the amniotic fluid, fre- 
quently is followed by dramatically satis- 
factory results. Labor in many instances 
promptly ensues and accelerates the full 
cervical dilatation required for completion 
of the delivery by forceps. The continuous 
transfusion is an important safeguard 
against the anticipated shock invited by 
expulsion from the uterus, after delivery, 
of an unpredictable amount of previously 
accumulated and concealed blood. 
Rarely, if the premature separation of 
the normally implanted placenta is ex- 
tensive and the bleeding largely concealed, 
there follows increase in the size of the 


- uterus (retained blood), increasing pain, 


and an overstretching and separation of 
the fibers of the uterine wall. The extra- 
vasated intrauterine blood is forced by the 
firmly contracted uterus into the interstices 
of the muscle fibers (interstitial hemor- 
rhage). This may cause sufficient damage 
to interfere seriously with recovery by the 
womb of its normal tone after the opera- 
tion of delivery (Couvelaire uterus). A 
true Couvelaire uterus is seldom observed. 


TABLE 2.—Causes Directly Related to Late Pregnancy, Labor or the Puerperium 


II. Uterine Hemorrhage (Late Pregnancy) 


Time of Onset 


D. Abruptio placentae 


Placenta praevia 


Low implantation of the placenta or rupture of 


the cord or marginal sinus 
Rupture of the uterus 
Inversion of the uterus 
Postpartum hemorrhage 
1. Placental stage 

2. Uterine atony 


8. Retained secundines 
(also placenta accreta or increta) 


4. Lacerations of the birth canal 


5. Hematoma 


Not usually manifest until relatively 
late in pregnancy, or during labor, or 
after delivery 


(Third trimester, intrapartum or post- 
partum) 


. aK 
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Fig. 1.—A, abruptio placentae. Frank external hemorrhage. B, complete abruptio placentae. Hemor- 
rhage internal and external. C, complete abruptio placentae. Hemorrhage internal (concealed). 


Fig. 2.—A, partial abruptio placentae. Internal hemorrhage moderate. B, placenta, maternal surface, 
showing about one third of its area previously separated. C, marked hemorrhage, concealed, in 
abruptio placentae. 


In very rare instances amputation of such 
a uterus may be necessary. 

After delivery, especially in any case 
of premature placental detachment, one 
should remain alert to the possibility of 
misbehavior (relaxation) of the uterus. 
The frequency of postpartum hemorrhage 
in these cases is notable. Constant vigil- 
ance, the oxytocics (after, not before, de- 
livery), bimanual compression of the 
uterus, and occasionally the firm uterine 
pack (see under Postpartum Hemor- 
rhage), are the most efficient combative 
measures against this added complication. 
Gentle and persistent massage of the 
fundus aids in securing and maintaining 


contraction of the empty and intact post- 
partum uterus. This provides the greatest 
measure of assurance of minimal post- 
partum loss of blood. Such massage, sup- 
plemented by the slow intravenous admin- 
istration of pitocin (15 minims in 500 cc. 
of dextrose or saline solution, is equally 
important in order to sustain tonic uterine 
counterpressure against the intrauterine 
gauze pack which is sometimes employed. 

After the emergency procedures insti- 
tuted in any case of severe abruptio pla- 
centae there is a tendency toward the 
development of anuria (renal arterial 
spasm). This is a serious event, particu- 
larly if the anuresis is complete (lower 


VOL. XX, NO. 1 


nephron lesion?). It is considered a mis- 
take to supply intravenous fluids too gen- 
erously in these circumstances. Caudal 
anesthesia, continuously administered be- 
fore cortical necrosis results, may relax 
the renal spasm. 

It has been observed also that in cases 
of abruptio placentae the coagulability of 
the blood at times undergoes such altera- 
tion (toxin?) that bleeding elsewhere in 
the body may ensue. In such instances 
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fibrinogen and vitamin K should be ad- 
ministered as a beneficial therapeutic 
measure. 

Placenta Praevia: In this condition the 
site of attachment of the placenta to the 
uterine wall involves all, or a part of, or 
the rim of the internal os of the uterine 


cervix. 


In the latter weeks of pregnancy, and 
usually before the onset of labor, a normal 
and physiologic dilatation of the internal 


TABLE 3.—Differential Diagnosis 


Condition Abruptio Placentae 


Placenta Praevia 


Ruptured Uterus 


History Often of trauma 


Irrelevant 


Often history of 
previous section 
or D and C 


Stormy; usually 
accompanied or followed 
by labor 


Onset 


Uneventful, pain- 
less bleeding 


Sudden; usually 
preceded by uterine 
contractions (labor) 


Usually present, 
especially if bleeding 
is concealed 


Pain 


No pain 


Calamitous at 
onset 


Marked if concealed 
hemorrhage is present; 
less so with frank 
bleeding 


Symptoms 


May be none ex- 
cept painless 
frank bleeding 


Urgent; acute 
emergency 


Frank or concealed, 


Hemorrhage 
or both 


Always frank 


Most internal, some 
external; signs of 
shock 


Visible evidence of 
discomfort, anxiety 
or pain 


Inspection 


No evidence of 
discomfort or pain 


Marked apprehension; 
impending shock 


Uterus irritable or tonic; 
fetus may not be felt 
if bleeding is concealed 


Palpation 


Uterus relaxed, 
normal; fetus 
palpable 


Uterus smaller; 
fetus easily felt 

in abdomen if 
rupture is complete 


In concealed hemor- 
rhage rises 


Fundus 


No change 


Lower 


Normal, variable or 
absent heart tones 


Auscultation 


Normal picture 


Fetal heart beat 
usually absent 


Presenting part acces- 
sible to examining finger 


Vaginal exami- 
nation 


Dangerous! May 
encounter only 
placenta over os! 


Nothing in pelvis; 
Uterine rent may be 
palpable 


Tense or bulging if 
palpable 


Bag of waters 


Not felt if placenta 
praevia is complete. 
Care! 


Absent 


Presenting part May be in pelvis 


High or floating 


Absent 


May show evidence of 
toxemia 


Urinalysis 


Irrelevant 


Irrelevant; fresh 
blood in urine may 
denote associated 
trauma of bladder 
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TABLE 4.—Causes of Obstetric Hemorrhage in Late Pregnancy, during Labor or in the 


Puerperium: An Analysis of 10,000 Consecutive Deliveries* 


JULY, 1953 


= 


Abruptio 


Cause Placenta Rupture of 
Placentae Praevia Cord or 

(all degrees) (all types) Rupture of 

Marginal 


Sinus 


Rupture Inversion Postpartum Placenta 
of oO hemorrhage Accreta 
Uterus Uterus (over 500 cc.) (attempted 


removal) 


68 11 


108 


No. 


139 


Approximate 1% 1:150 1:1,000 


frequency 


1:2,000 1:5,000 1.4% 1:10,000 


*From the Obstetrical Service, Syracuse General Hospital Unit, State University of New York at Syracuse, New York. 


TABLE 5.—Severe Hemorrhage Due to Abruptio Placentae and Placenta Praevia: 


Incidence in 24,212 Consecutive Pregnancy Admissions* 


Condition 


Number 


Frequency 


Placenta praevia 


1:206 


117 


Abruptio placentae 


128 


1:189 


of New York, Syracuse, N. Y. 


os accompanies the normal obliteration of 
the cervical canal. In a case of placenta 
praevia some degree of separation of the 
adjacent placenta usually follows. This is 
inevitably accompanied by painless ex- 
ternal bleeding, mainly from the uterine 
sinuses in the area of placental separation. 

Didactically we speak of placenta 
praevia centralis or complete (covering 
the entire internal os), lateralis or partial 
(partially covering the os), and margina- 
lis (at the margin or periphery of the 
internal os). Clinically each type (Figs. 
3 and 4, A, B, and C) usually manifests 
its presence by a common sign, hemor- 
rhage. The bleeding is noted for its pain- 
less onset before the expected date of 
labor. In some cases this may not occur 
until the onset of labor itself. The type, 
i. e., the exact relation of the placenta to 
the os, bears no relation to the amount of 
hemorrhage. Severe and alarming hemor- 


*Combined admissions to the Memorial Hospital and General Hospital Obstetrical Units of the Medical Center, State University 


rhage due to placenta praevia was en- 


countered in 117 cases during 24,212 con- 
secutive admissions of pregnant women 
to the hospital (Table 5). It is a dreaded 
complication, with a high maternal mor- 
tality. It is an even greater threat to the 
life of the fetus (prematurity). 

As in the treatment of all emergencies 
accompanied by hemorrhage, prompt and 
liberal blood transfusion in a case of pla- 
centa praevia is perhaps the prime factor 
in the conservation of life. 

Treatment next involves a dual aim, 
protection of the life of the mother and 
conservation of the life of the unborn 
(often premature) child. The problem 
becomes that of converging these two 
aims with such delicacy of judgment and 
conservatism as to warrant a hopeful out- 
look for both. Untimely and rash inter- 
ference imposes great risk upon the life 
of the mother and greater risk upon the 
life of the premature baby. 

In any case the patient should be at 
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bed rest, preferably in a well-equipped, 
well-manned obstetrical department. The 
initial spontaneous bleeding, especially if 
the cervix has been unmolested by inquisi- 
tive, predatory fingers or by instrumenta- 
tion, is usually very moderate. It serves 
as a warning of the condition. Other 
causes (vide supra) may be responsible 
for the bleeding. In most instances of 
placenta praevia the first hemorrhage 
signifies the immediate need of rest and 
adequate blood transfusion. It is important 
to restore and to maintain (blood count, 
hematocrit, etc.) the maternal blood pic- 
ture at a normal level. Meanwhile other 
details concerning aseptic preparations 
(for examination, or for operation if the 
need becomes urgent) are deliberately 
made. If the pregnancy is not sufficiently 
advanced to provide reasonable hope for 
(previable) fetal survival, and the hemor- 
rhage is not persistent, expectant treat- 
ment under vigilant supervision is justi- 
fiable. Usually the initial bleeding lessens 
under this regime and often ceases al- 
together. 

Ordinarily under these circumstances 
one may permit the proposed diagnostic 
internal examination to be deferred one 
to three days. It is then performed in the 
operating room, and only after the ma- 
ternal blood count is restored to normal, 
when every facility for abdominal opera- 
tion and additional transfusion is ready 
and trained assistants are at hand, 
gowned and gloved, to aid in any emer- 
gency. In our Medical Center these pre- 
cautions constitute what is termed the 
“double set-up” for pelvic examination. 

First, the cervix is carefully exposed 
and examined with the aid of a speculum 
(for other lesions) , after which the instru- 
ment is withdrawn. The gloved fingers 
are then inserted cautiously into the va- 
gina for gentle palpation of the lower 
segment. It is an inquisitive attempt to 
locate the site of the placental mass or to 
palpate the presenting part through the 
lower uterine segment. If the thickness 
of the tissues suggests the presence of 
placenta a presumptive diagnosis of pla- 
centa praevia is justified. If the fetus is 
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previable the external os and the cervical 
canal are scrupulously avoided. The pa- 
tient is returned to her bed. In her case 
continued observation and expectant treat- 
ment are recommended. The object here 
is to prolong the pregnancy in the interest 
of the unborn child. 

The roentgen ray, as employed in the 
so-called soft-tissue technic, may be an 
aid in visualizing the location of the pla- 
centa. This has its limitations and is not 
always reliable. 

If the case is one in which the baby is 
viable and the pregnancy is approaching 
term, the examination is similarly con- 
ducted. Often in these instances the ex- 
ternal os admits a finger for gentle and 
most cautious exploration of the cervical 
canal. This facilitates accurate diagnosis. 
The digital examination discloses the loca- 
tion of the placenta if it is in proximity 
to the internal os. Great care must be 
exercised to avoid further placental sepa- 
ration and the resultant blood flow. Quan- 
tities of blood for replacement must al- 
ways be available. 

If the placenta is discovered completely 
covering the internal os, delivery of the 
viable child is accomplished at once by 
abdominal section as soon as the patient 
can be anesthetized and made ready. 
Under these conditions procrastination is 
contraindicated. 

In a primigravida near term, especially 
if there is bleeding and the presenting part 


Fig. 3.—Complete placenta praevia. 
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Fig. 4.—A, complete placenta praevia, B, partial placenta praevia. C, marginal placenta praevia. 


is unengaged, once the diagnosis of pla- 
centa praevia is confirmed, abdominal de- 
livery also affords the best prognosis to 
both mother and child. In these instances 
the importance of the precise relation of 
the placenta to the internal os is more 
academic than practical. 

In multiparae (particularly those al- 
ready in labor) in whom some cervical 
dilatation is present, if the location of the 
placenta is marginal or if it only partially 
covers the os, simple rupture of the am- 
niotic sac to drain the fluid may permit 
the presenting part to descend sufficiently 
to permit effective tamponade from above. 
This is a fortunate circumstance, and 
labor in such cases frequently proceeds. 
The pressure upon the placenta of the 
presenting part in this manner prevents 
further undue blood loss. Vigilance, how- 
ever, must not be relaxed. This type con- 
stitutes about one half of the cases of pla- 
centa praevia. Continued hemorrhage, due 
to failure of the presenting part to 
descend, may necessitate abdominal de- 
livery. Other measures of treatment 
through the vagina are usually meddling, 
manipulative procedures. They invite more 
hemorrhage and more trauma to a soft, 
vascular, spongy and easily lacerated 
lower segment and cervix. They have 
little te recommend them in the absence 
of infection. The daring or the manual 
dexterity of the operator, reflected by re- 
ports of an unusually low incidence of ab- 
dominal delivery in any series of cases of 
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true placenta praevia, is a dubious dis- 
tinction. 

After delivery in the presence of pla- 
centa praevia, failure of an intact but 
boggy “passive” lower segment to con- 
strict the uterine sinuses of the placental 
bed invites postpartum hemorrhage. Alert- 
ness and the prompt insertion of a firm 
vaginal pack against the lower segment 
will control this. Such a pack should be 
removed ifter twenty-four hours. Rou- 
tine packing, properly performed, has 
much to recommend it as a safeguard 
against this threat of postpartum hemor- 
rhage from the lower segment. 

In recapitulation, it may be presumed 
at first that apparently causeless and pain- 
less uterine bleeding during the last tri- 
mester of pregnancy is due to placenta 
praevia. Such a presumption must be 
confirmed or disproved by a careful sub- 
sequent pelvic examination. This is to be 
performed only after adequate treatment 
of the hemorrhage and after other safe- 
guards have been observed. The urgent 
occasion for initial action is the hemor- 
rhage, not the diagnosis! 

If the diagnosis of placenta praevia is 
confirmed the proposition becomes re- 
solved into conservation of the lives of the 
mother and baby by expectant but guarded 
treatment until the period of viability. 
Liberal blood transfusions at intervals 
may be required by the mother during this 
time. (A patient of my own was given 
thirteen transfusions in ten weeks. In the 
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thirty-sixth week she was delivered by under the “double set-up” precautions 
cesarean section of a healthy, viable child). aforementioned, a firm pack against the 
Normal delivery of the viable child is then _ cervix is permissible as a temporary meas- 
invited by simple rupture of the mem-_ ure. Its object is to decrease the loss of 
branes, provided they are readily acces- blood during the interval between its in- 
sible, without other manipulative or in- — sertion and the immediate performance of 
strumental interference. If persistent cesarean section, for which all prepara- 
bleeding is not controlled by the pressure tions have been made in anticipation of 
of the presenting part, or if instead of | the emergency. 


membranes the placenta covers the in- Acute Inversion of the Uterus: This is 
ternal os, delivery should be accomplished — one of the rare causes (Table 6) of post- 
by cesarean section, partum hemorrhage and shock. The evi- x 


If violent hemorrhage occurs during dence of shock is out of proportion to the 
the aseptic pelvic examination, conducted degree of bleeding. In spite of the reported 


TABLE 6.—Major Causes and Treatment of Obstetric Hemorrhage (Exluding Abortions): 


An Analysis of 10,000 Consecutive Pregnancies* 


Cause No. Amount and Type Abdominal Vaginal D.&C. Uterine Maternal Cause of 
of of Bleeding Section Delivery Pack Deaths Death 


Slight external; 32 0 4 0 0 
27 with internal 


Abruptio 300 ce. or less; 0 33 0 0 0 
placentae external 

1. Terminal 

or minimal 


2. Moderate 


Ectopic 
pregnancy 


300-500 cc.; 
external 


Over 500 cce., 11; 
external and con- 
cealed, 29, exter- 
nal 


Placenta 200-500 cc.; 
praevia external 


3. Severe 


1. Marginal 
or partial 
2. Complete 14 300-1500 ec.; 13 1 0 1 1 Uterine 
external rupture, q. v. 
Postpartum 97 Over 500 ce.; 0 97 0 19 1 Subperitoneal 
hemorrhage external hematoma 
1. Early 
2. Late 42 Variable but 0 42 14 11 0 
persistent 
Uterine 5 1, none: 4, in- 3 2 0 1 2 1 (forceps) 
rupture ternal . 1 (version) 
Uterine 2 300-500 ce, 0 2 0 2 0 


inversion 


Hydatidiform 5 100-500 ce. 0 5 3 4 0 
mole 


Placenta 1 200 ce. (at- i 1 0 0 0 
accreta tempted removal) 


*From the General Hospital Obstetrical Unit, Department of Obstetrics, State University of New York, Syracuse, New York. 
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infrequency of the condition, I have at- 
tended 5 patients in whom the accident 
had occurred. In.2 of these the inversion 
apparently had happened spontaneously. 
In the remaining 3 the mishap may have 
accompanied untimely and imprudent at- 
tempts (during uterine relaxation) at 
manual expression of the already sepa- 
rated placenta from the uterus. 

In each instance the placenta had been 
delivered before the inversion was recog- 
nized. In no case was it disclosed that 
traction upon the cord had contributed to 
the condition. After early and successful 
reposition of the uterus, prompt recovery 
followed in each case. 

The diagnosis of inversion is based 
upon (1) the bleeding, (2) the cuplike 
depression or crater over the symphysis 
where the fundus normally should be 
palpated, and (3) the increased maternal 
pulse rate and disposition toward syncope 
and shock. Inspection and vaginal exami- 
nation discloses the round, velvety, gro- 
tesquely purple-red tumor whose outer 


Fig. 5.—Inversion of the uterus, A, cuff of the 
cervix. B, inverted fundus uteri. 
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Fig. 6.—Low implantation of the placenta. 


surface before the accident was the inner 
surface of the uterus (Fig. 5). The inver- 
sion may be partial or complete. 

The management of the acute episode 
consists of (1) immediate transfusion and 
other supportive measures to combat im- 
pending shock and (2) prompt steps to 
restore the uterus to its normal state. In 
my experience it became manifest that 
(1) the vaginal cuff of the cervix cannot 
participate in the inversion, and (2) suc- 
cessful reposition of the inverted body 
of the organ depends upon manual manip- 
ulation in the form of taxis. The direction 
of the taxis must be upward in the axis 
of the pelvis. The taxis must be applied 
against the uterine wall adjacent to the 
periphery of the cervical ring. 

With the patient under appropriate an- 
esthesia the whole hand is inserted into 
the vagina upward between the inverted 
uterine mass and the vaginal wall. The 
fingers seek and identify the inferior mar- 
gin of the cervical cuff, which lies above 
and is concealed by the rounded bulk of 
the vaginal mass. Because of its anatomic 
relation to the vaginal vault this structure 
(the cervix) invariably hangs like a short 
curtain aroung the entire periphery of the 
contraction ring (internal os) which en- 
circles and constricts the neck of the in- 
verted uterus. Eight or more cervical 
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clamps are employed to grasp at various 
points the entire circumference of the 
cervical curtain. The application of the 
clamps is rather evenly distributed around 
the entire edge of the cervical cuff. Up- 
ward taxis with the fingertips of the 
internal hand is then exerted against the 
side wall of the inverted uterus at one 
area adjoining the periphery of its con- 
stricting collar. As the fingertips of the 
internal hand thus begin to exert steady 
upward pressure against the uterus at one 
point, the external hand of the operating 
surgeon exerts downward traction upon 
the handles of one or two of the clamps, 
which are attached to the cervix at a point 
precisely corresponding to the point of up- 
ward pressure exerted by the internal 
fingers. The maneuver thus combines 
gentle pushing (against the uterus) and 
pulling (upon the cervix) simultaneously. 
The internal manipulation or taxis is not 
unlike that employed externally in the 
manual reduction of an abdominal hernia. 
Undue force is inadvisable. At first the 
maneuver seems fruitless, but after an 
interval, aided by the relaxation provided 
by the anesthetic, the tension of the con- 
stricting band above the inversion slowly 
yields to the upward pressure at the point 
of application. When the first evidence of 
beginning uterine reposition becomes ap- 
parent the internal fingers are shifted 
laterally a centimeter or two to a new 
position. Simultaneously the external hand 
is also shifted to the handles of the pre- 
viously applied cervical clamps which 
correspond to the new position of the in- 
ternal fingers. The upward pressure of 
the finger tips in this new position against 
the uterus, accompanied by downward 
traction upon the cervix, is repeated. More 
uterine reposition follows. The same pro- 
cedure is continued until the entire uterus 
is restored to its normal state. The cavity 
of the reposited uterus is then securely 
packed with gauze to guard against the 
possibility of spontaneous recurrence of 
the inversion. The pack is removed after 
twelve to twenty-four hours. 

In my experience no case has been en- 
countered in which the placenta remained 
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still attached to the uterus at the time of 
the accident. It has been recommended by 
some that reposition in these instances be 
accomplished before the afterbirth is man- 
ually removed (hemorrhage). The pres- 
ence of the attached placenta inevitably 
increases considerably the bulk that must 
be maneuvered upward through the con- 
stricting collar of the internal os. It ap- 
pears, therefore, that after blood trans- 
fusion is started and before replacement 
is attempted the feasibility of the opera- 
tion would be facilitated by previous man- 
ual removal of the placenta. 

Rupture of the Cord; Rupture of the 
Marginal Sinus: When the placental at- 
tachment is low enough (Fig. 6) to en- 
croach upon the lower uterine segment, 
but is not adjacent to the internal os, it 
may give rise to some bleeding during 
labor. Such “low implantations” of the 
placenta are seldom dangerous either to 
the mother or to the fetus, and are not 
to be confused with placenta praevia. Low 
implantation of the placenta is relatively 
common. 

With such low placental implantation, 
however, any velamentous vessels may be 
in such close relation to the internal os 
(vasa praevia) that the pressure exerted 
upon them by the presenting part may 
interfere with fetal circulation, or even 
cause their rupture with that of the mem- 
branes. If rupture of such a vessel occurs, 
the external bleeding that ensues is fetal, 
not maternal, in origin. This is a most 
unusual circumstance. Rarely, it may be 
the cause of fetal death by exsanguination. 

During labor, likewise, incidents have 
been observed involving rupture of the 
marginal sinus of the placenta. Here, too, 
the resultant escape of blood is of fetal 
origin. 

The correct diagnosis of these condi- 
tions is usually made after delivery by 
careful inspection of the secundines. Their 
occurrence also should not be included 
among the statistics concerning abruptio 
placentae or placenta praevia, with which 
they have in common only the single 
symptom of external bleeding (hemor- 
rhage). 
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The incidence of the latter two accidents 
in the production of intrapartum hemor- 
rhage is infrequent (see under Abruptio 
Placentae). 

Rupture of the Uterus: Anatomically, 
the basket-weave arrangement of the mus- 
cle fibers constituting the “active” upper 
segment (body) of the uterus differs wide- 
ly from the arrangement of the fibers in 
the “passive” lower segment. In the latter 
there is a predominantly longitudinal ar- 
rangement. Late in pregnancy, and to a 
greater degree during labor, the thickness 
of this longitudinal layer becomes con- 
siderably attenuated. Even during normal 
labor the passive lower segment “thins 
out.” During relative or genuine dystocia 
(difficult labor) or during obstructed la- 
bor, the normal thinning of the lower seg- 
ment becomes enhanced to a considerable 
and sometimes dangerous degree. The at- 
tenuation of this section of the uterus in 
such cases may proceed to the point of 
rupture. The occurrence of rupture may 
be the result of the improper employment 
of oxytocics, of any untimely manual or 
improper instrumental attempts at deliv- 
ery, or of extension upward of lacerations 
originating at a lower level (vaginal vault 
or cervix). The latter accident is made 
even more likely in the presence of placen- 
ta praevia. Ruptures of this type are 
termed secondary, or traumatic. 

Rupture of the uterine body is less fre- 
quent. It appears to be a consequence of 
defective musculature, of a previous oper- 
ative scar involving the myometrium, or 
of weakening of the wall as a result of 
myometrial disease. Such ruptures of the 
upper segment usually take place without 
warning early in labor or before labor 
begins. These are referred to as spontane- 
ous ruptures. 

Traumatic uterine rupture may be “com- 
plete,” tearing completely through the 
uterus and its peritoneal covering, with 
profuse intraabdominal hemorrhage and 
shock. If the laceration is “incomplete” 
it stops short of the peritoneum, leaving 
that covering intact, while the resultant 
bleeding and hematoma are located in the 
folds of the broad ligament. The condition 
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in any case of rupture invariably consti- 
tutes an acute abdominal emergency. 

Each year certain obstetric deaths are 
attributed to uterine atony and hemor- 
rhage. Careful and detailed review of 
these case histories, however, leads to the 
impression that some of these tragedies 
may have resulted from undiagnosed trau- 
matic uterine rupture. 

Confronted after a difficult labor or de- 
livery by a postpartum uterus which is 
guilty of persistent bleeding and/or atony, 
the timorous obstetric surgeon hesitates to 
perform manual exploration of the birth 
canal. It is an attitude of hesitancy and 
indecision. A noteworthy obstetric axiom 
is that after delivery in any case, if there 
is persistent hemorrhage and_ uterine 
atony of obscure origin, the patient should 
at once be given a liberal blood transfusion 
and immediate visual and manual examin- 
ation of the entire birth canal should be 
done. This involves inspection of the peri- 
neum, vagina and cervix, and manual ex- 
ploration of the upper and lower segments 
of the uterus: 

Experience dictates the wisdom and 
necessity of this measure. The hopeful 
substitution of oxytocics and a uterine 
pack for a prompt attempt to confirm or 
disprove the existence of a break or dis- 
ruption in the integrity of the uterine wall 
is a grave mistake. In some instances 
failure to observe this axiom results in 
the loss of a life which in more resolute 
hands might have been salvaged. 

Postpartum hemorrhage and death due 
to this unfortunate accident is probably 
more frequent than it is reported to be. 
The recognition of rupture depends upon 
an intrauterine examination in every sus- 
pected case. Immediate laparotomy fol-. 
lowed by hysterectomy (on rare occasions 
a clear linear rupture may be sutured) is 
the only rational treatment. Oxytocics 
here are useless. The uterine pack has 
nothing to recommend it for this accident, 
unless it is employed only during the brief 
interval between diagnosis and operation. 
Otherwise it merely arouses spurious and 
futile hope, and invites self-deception and 
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procrastinatic . by concealing the external 
bleeding from view. Delay in diagnosis 
invites maternal death from internal 
hemorrhage, shock and peritonitis (Table 
6). 

Postpartum Hemorrhage: After de- 
livery, even under perfectly normal cir- 
cumstances, there is observed a loss of 
blood, generally not exceeding 200 cc. Un- 
complicated bleeding up to 300 cc. is not 
rare and often may be termed physiologic. 
Any amount in excess of this loss must be 
considered pathologic and regarded as 
postpartum hemorrhage. Hemorrhage be- 
gets shock and plays the leading role in 
all obstetric tragedies. In 1 of the series 
of 10,000 consecutive cases here discussed 
(Table 6) there were eight maternal 
deaths, of which 3 were due to hemor- 
rhage. 

One of the objects of proper antepartum 
supervision and delivery is prophylaxis 
against those preventable circumstances 
which contribute to excessive bleeding. 
Among the various precautions to which 
every woman in labor is entitled should 
be a record of her blood type and Rh 
status, and an adequate blood bank within 
reasonable access. Every parturient is a 
potential recipient of blood by transfusion 
(Tables 1 and 6). One in every 50 will 
require it. 

Unduly profuse hemorrhage may occur 
in the third stage, or placental phase, of 
labor. If the placenta only partially sepa- 
rates, the still attached portion prevents 
its complete expulsion from the uterus. 
Bleeding is inevitable. If manual massage 
and compression of the fundus (modified 
Crede method), performed with art and 
without undue force, is unsuccessful in 
effecting delivery of the placenta, its early 
manual removal is indicated before the 
amount of blood lost becomes serious. All 


surgical precautions concerning the field 


should be quickly observed. The operating 
surgeon should exchange his gloves for a 
fresh sterile pair. Long gloves are pre- 
ferable. 

The internal hand, with fingers together 
in the shape of a cone, is inserted into the 
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uterus. The free external hand should 
rest upon and steady the fundus from 
above through the sterile drapes. The tips 
of the fingers of the internal hand follow 
the cord to the placenta and seek the al- 
ready separated area of the placenta] mar- 
gin. With the palm directed inward, they 
are insinuated at this point into the line 
of cleavage between the placenta and the 
uterine wall. With a gentle thrusting and 
sweeping motion of the fingers, accom- 
panied by pressure upon the fundus by the 
external hand, the entire placenta is freed 
in the plane of cleavage from its decidual 
attachment. It is important that the fin- 
gers remain in the plane of cleavage and 
that the dorsum of the hand remains adja- 
cent to the uterine wall. When the maneu- 
ver is completed the bulk of the separated 
organ lies with its intact maternal surface 
against the palmar aspect of the internal 
hand. 

During the procedure 1 cc. of pituitary 
extract is injected subcutaneously, accom- 
panied by uterine massage with the ex- 
ternal hand. This aids in maintaining 
uterine muscle tone. The fingers of the 
internal hand should ascertain the integri- 
ty of the uterine wall as the placenta and 
hand are expelled, not forcibly pulled, 
from the uterine cavity. 

Intravenous or intramuscular mether- 
gine or ergotrate (1 cc., or 0.2 mg.) should 
now be administered. External fingertip 
massage, to insure firm contraction of the 
empty uterus, should be maintained for 
at least one hour or until uterine relaxa- 
tion is unlikely. Blood transfusion mean- 
while should be continued to replace the 
blood lost by hemorrhage. 

Early postpartum hemorrhage denotes 
that which occurs within the first twenty- 
four hours after delivery. Usually it is 
characterized by an immediate onset, but 
often, owing to failure to observe the to- 
nicity of the uterus for a reasonable period 
(neglect), it is not discovered until later. 
Aside from inattention to the uterus, dur- 
ing the period immediately following de- 
livery its chief etiologic factors are: 

1. Atony (intrinsic) of the uterine 

muscle itself. 
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2. Visible trauma (lacerations) of the 
birth canal. 
3. Invisible trauma of the birth canal. 
4. Retention in utero of portions of the 
placenta. (The membranes seldom 
interfere with contraction of the 
otherwise empty uterus, and hence 
rarely give rise to early hemorrhage. 
The bleeding is from the placental 
site. Retained membranes may cause 
subinvolution and invite later bleed- 
ing). 
Atony of the uterus invites hemorrhage 
through failure of the muscle to achieve 
sufficient closure or compression of the 
open sinuses of the placental site. The 
lack of normal tone may be intrinsic in the 
uterus itself, or it may be a result of the 
effects produced by the anesthetic agent 
employed during delivery. Deep anes- 
thesia, sometimes required to produce ade- 
quate uterine relaxation for the perform- 
ance of some obstetrical procedures, may 
result in sufficient residual relaxation to 
permit early postpartum hemorrhage. 

The active treatment of early post- 
partum hemorrhage includes (1) meas- 
ures to insure the operator that the uterus 
is empty and intact; (2) prompt blood 
transfusion to combat its sequelae, and 
(3) the administration of powerful oxy- 
tocics (ergotrate or methergine, 1 cc., or 
0.2 mg., intramuscularly or intravenously, 
or pitocin, 1 cc. in 500 cc. of saline solution 
or 5 per cent dextrose solution, by con- 
tinuous intravenous drip, 20 to 40 drops 
per minute). 

The atonic bleeding uterus should bi- 
manually be elevated out of the pelvis, 
anteflexed, massaged and compressed be- 
tween the closed fist against the cervix 
in the vagina and the external free hand. 
One should always make certain that the 
uterus is empty (retained placental tis- 
sue) and intact (rupture), and that the 
bleeding is not due to trauma (laceration) 
elsewhere in the birth canal (see under 
Rupture of the Uterus.) 

Transfusion and bimanual compression 
of the well-flexed uterus, with continued 
massage of the fundus, is becoming in- 
creasingly popular in America in the 
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treatment of postpartum hemorrhage. The 
attitude of many American obstetricians, 
in deference to the observations of various 
British authorities, is that removal of the 
uterus or its bimanual compression are 
the two alternatives in the control of the 
emergency of atonic uterine hemorrhage. 
The loss of blood originates from the open 
sinuses of the relaxed placental site. The 
maneuver of bimanual compression aims 
at stimulation of the uterus to contract. It 
directly reduces the amount of bleeding by 
constricting these sinuses through com- 
bined internal and external pressure. It 
possesses the real advantage of bimanual 
control of the size of the whole uterus 
for a short time. Maintenance of the 
effects of this procedure depends upon 
the duration of anesthesia and the resist- 
ance of the surgeon against fatigue. 

The use of the sterile intrauterine gauze 
pack as a means of firm tamponade of the 
bleeding placental site seems now to be 
less often employed than formerly. In 97 
cases of markedly severe postpartum 
(early) hemorrhage in this series, pack- 
ing of the uterus was employed 19 times 
(Table 6). Actually the results observed 
with the gauze pack, properly and firmly 
compacted into the uterus, accompanied 
by external massage of the fundus, are 
often gratifying. External massage of the 
uterus after the pack is inserted may be 
maintained for hours, or as long as neces- 
sary to insure a steadfast, unrelaxed state 
of uterine contraction. The intravenous 
drip of a pitocin infusion (1 cc. in 5 per 
cent dextrose, 500 cc.) aids in sustaining 
uterine tone. 

The efficacy of this treatment should 
not be deprecated. In contrast, one proba- 
bly could not maintain for more than a 
short interval with one fist and a part of 
the forearm in the vagina, continuous 
pressure against the uterus and against 
the counterpressure of the external hand. 
The argument that the firm gauze pack 
is unphysiologic and invites infection is 
quite plausible. The same may be said of 
the bimanual procedure, especially if con- 
trol of the bleeding demands its prolonged 
application. In practice, however, both 
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methods have saved many lives, and 
bleeding uteri, which might otherwise 
have been removed, have subsequently 
borne children without incident. 

Visible trauma, generally in the form of 
lacerations, often is a source of blood loss 
following the second stage of labor. The 
cut of episiotomy may at times involve a 
vessel (usually a vein) of considerable cal- 
iber. Profuse and steady bleeding may 
result. It is a conservative measure to 
apply Allis clamps to all visible bleeding 
points in the perineotomy wound, during 
and after delivery, in order to effect hemo- 
stasis until repair can be accomplished. 
It is an exhibition of negligence to permit 
unchecked maternal blood to be wasted 
during the unpredictable number of min- 
utes comprising the interval between the 
performance of episiotomy and the com- 
pletion of the third stage of labor. It is 
never too early to employ hemostasis. 

Inspection of the birth canal after de- 
livery, with repair of all lacerations, re- 
flects the competence of the surgeon. 

Invisible trauma along the birth canal 
may at times result in the formation of 
puerperal hematomas following delivery. 
They represent the accumulation of blood 
(1) beneath the peritoneum (subperito- 
neal hematoma), (2) in the vaginal mu- 
cosa (vaginal hematoma), or (3) under 
the skin of the perineum (vulvar hema- 
toma). 

The condition is by no means a rare 
occurrence and may well be fatal (2 pa- 
tients in my own experience died). It is 
due to hemorrhage from a damaged ves- 
sel, often without visible external evidence 
of laceration. It may follow spontaneous 
as well as operative delivery. If the rup- 
tured vessel lies above the pelvic brim the 
resultant subperitoneal hemorrhage dis- 
sects its way upward and may result in 
rapid death by maternal exsanguination. 
Below the level of the pelvic brim, but 
above that of the superior pelvic (levator) 
fascia, the vaginal hematoma at first pro- 
trudes into the birth canal and obliterates 
its lumen as its size increases. Below the 
level of the fascia of the pelvic diaphragm 
hemorrhage creates a readily discernible 
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swelling. The overlying skin appears 
smooth, edematous and glistening, and 
shortly assumes an ecchymotic hue, This 
is the characteristic appearance of a vul- 
var hematoma. Fortunately the latter two 
types are the most common. 

Treatment of persistent bleeding due to 
subperitoneal hemorrhage ‘necessitates 
laparotomy and direct control of the bleed- 
ing area. The diagnosis is not usually im- 
mediately apparent, and depends upon 
recognition of all the signs of internal 
bleeding in the absence of any evidence of 
blood loss elsewhere. The signs correspond 
somewhat to those of a ruptured uterus, 
manual exploration of which confirms the 
absence of the latter accident. It carries 
a high mortality. 

The other two types of hematoma may 
be anatomically restricted in size and may 
result in spontaneous absorption. This 
event, however, is not to be anticipated 
once the hematoma’s increasing size is 
recognized. Treatment consists of wide 
incision of the vaginal type of hematoma 
through the mucosa and of the vulvar type 
through the skin. The object is to evacuate 
the blood and blood clots. A small cavity 
may be obliterated by suturing. It is a 
mistake to pack the evacuated cavity or 
to explore it for the bleeding points if 
they are not at once apparent. To pack 
a large cavity effectively invites more 
blunt dissection and separation of tissue 
during the packing process. This invites 
additional bleeding. Firm packing of the 
vagina compresses and obliterates the 
cavity. After a retention catheter is 
placed in the bladder, perineal counter- 
pressure against the vaginal pack is main- 
tained by a pad and a T binder. The pack 
should be removed after twenty-four 
hours. Hemorrhage in these cases is usu- 
ally venous in origin and its recurrence 
after removal of the tampon is rare. 

Retention of placental tissue is a com- 
mon cause of hemorrhage past partum. 
The bleeding may be manifest early or 
late. After every delivery the placenta, 
particularly one which does not spontane- 
ously and readily separate from the uter- 
us, should be carefully scrutinized for its 
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completeness. The same is true of the 
membranes. Accessory placentae and suc- 
centuriate lobes, -inconspicuously remain- 
ing in utero after any delivery, give rise 
sooner or later to most conspicuous evi- 
dence (hemorrhage) of their presence. 
Any doubt calls for manual investigation 
to make certain the uterus is empty. 

Late postpartum hemorrhage denotes 
abnormal puerperal bleeding that occurs 
at any time between the first twenty-four 
hours after delivery and a period of six 
weeks thereafter. It is usually intermit- 
tent and painless, and may be either 
moderate or profuse. 

The onset of late postpartum hemor- 
rhage may be the first evidence of the 
presence of chorionepithelioma, but this 
is rare. Most commonly some retained 
placental tissue is the offending cause. 
Less often the bleeding appears to be due 
to local subinvolution of the placental site. 
In any case, it is important to ascertain 
the cause. Cautious exploration of the 
uterine cavity with the placental forceps 
or with the finger will, in most cases, re- 
veal the presence of retained products. 
Careful but thorough scraping of the en- 
tire uterine cavity is sometimes necessary. 
If the bleeding is due to subinvolution of 
the placental site the procedure will reveal 
no evidence of placental tissue. 

One must always be prepared for liberal 
additional hemorrhage. Blood transfusion, 
the antibiotics, the oxytocics, and in 
“clean” cases the uterine pack, should be 
available in anticipation of this possibility. 


COMMENT 


Hemorrhage in any case must be viewed 
as a pathologic process and an indication 
for treatment. The diagnosis of the under- 
lying factors responsible for the symptom 
will ordinarily direct attention to a ra- 
tional method of treatment. Research, 
time and experience often lead to modifi- 
catigns of some systems of treatment and 
sometimes lead to entirely new methods 
of dealing with disease. 

The various axioms or principles of 
treatment presented in this article coin- 
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cide somewhat closely with those developed 
and at present generally observed through- 
out the obstetrical divisions of the Medi- 
cal Center of the State University of New 
York at Syracuse. These principles in gen- 
eral represent the aggregate experience 
of an active teaching department in the 
meticulous supervision of many thousands 
of women patients. They likewise repre- 
sent the methods currently included in the 
clinical instruction of nurses, medical stu- 
dents, interns and residents. 


SUMMARY 


Hemorrhage from the genital tract dur- 
ing late pregnancy, labor and the puer- 
perium is discussed on the basis of more 
than 10,000 cases in which women had 
been admitted to the hospital during preg- 
nancy. Special emphasis is given to abrup- 
tio placentae and placenta praevia, to- 
gether with diagnostic and operative rec- 
ommendations. Other conditions discussed 
are acute inversion of the uterus; rupture 
of the cord; rupture of the marginal sinus; 
rupture of the uterus itself, and post- 
partum hemorrhage. The author lays 
stress on his~warning that abnormal 
bleeding in any case should always be 
regarded as an indication of abnormality 
and should never be neglected. He like- 
wise stresses the necessity of being pre- 
pared at all times to cope with possible 
emergencies. 


Author’s Note: For painstaking review of the case records 
of nearly 25,000 consecutive pregnancies, admitted between 
Jan. 1, 1946, and July 1, 1952, I am indebted to Dr. Bina 
Sawyer and Dr. Robert Maher of the resident house staff, and 
to Miss Mary Walley, Record Librarian, and her staff of 
assistants. 

For the excellent illustrations of the text the services of 
Miss Joanne Ashley, a young medical artist, are cheerfully 
acknowledged. 

To my colleagues, who are also my loyal and cooperative 
associates, from whose rich experience and clinical case rec- 
ords much valuable teaching material has been freely ex- 
tracted to be included in the preparation of these pages, I 
acknowledge with pleasure my indebtedness. 


RESUME 


Se basant sur 10,000 cas de grossesses 
hospitalisés, l’auteur évalue le symptéme 
hémorragique aux diverses phases de la 
parturiente. Les diverses pathologies sont 
passées en revue et une opinion est donnée 
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pour chacune quant au traitement a suivre. 
SUMARIO 


As hemorragias genitais durante a gra- 
videz prolongada, o parto e o puerperio 
sio aqui discutidas, fundamentando o 
autor os seus estudos na observacao de 
mais de 10.000 casos de mulheres que 
foram internadas no Hospital duran te a 
gravidez. E concedida especial atencao aos 
casos de placenta abrupta e previa, aliados 
as recomendacées para o diagnostico e a 
aintevencao a sér prati cada. Outros casos 
sao discutidos como a inversao aguda do 
utero, a rutura do cordao, rutura do séio 
marginal, rutura do utero e hemorragias 
do posparto. O autor salienta o seu modo 
de pensar de que os fluxos anormais de 
sangue em quais quer casos devem sér 
sempre oncarados como uma irregulari- 
dade e jamais relegados a plano secun- 
dario, devendo o especialista atento, sem- 
pre preparado para possiveis emergéncias. 


ZUSAM MENFASSUNG 


Die genitale Blutung im spiten Stadium 
der Schwangerschaft, wahrend der Ent- 
bindung, und im Wochenbett wird an 
Hand von zehntausend wiahrend der 
Schwangerschaft hospitalisierten Frauen 
erértert. Besonderes Gewicht wird auf die 
Ablésung der Plazenta und auf die Pla- 
centa praevia sowie auf diagnostische und 
operative Ratschlige bei diesen Zustaden 
gelegt. Zu anderen Erkrankungen, die hier 
erortert werden, gehéren die Inversion der 
Gebairmutter, Riss der Nabelschnur, Riss 
des Sinus marginalis, Riss des Uterus, und 
Blutungen nach der Entbindung. Der Ver- 
fasser betont mit Nachdruck, dass alle 
Falle ungewéhnlicher Blutungen als 
Krankheitszustinde angesehen werden 
miissen und keinesfalls vernachlassigt 
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werden diirfen und dass man jederzeit 
auf die Méglichkeit von Noteingriffen vor- 
bereitet sein muss. 


RIASSUNTO 


Viene trattata l’emorragia genitale nell 
ultima fase della gravidanza,-nel parto e 
nel puerperio, sulla base di pit: di 10.000 
casi di donne gravide ricoverate in Ospe- 
dale. Viene dato particolare risalto alla 
rottura di placenta e alla placenta previa, 
e vengono elargiti consigli diagnostici e 
terapeutici. Le altre affezioni trattate 
sono: l’inversione acuta dell ’utero, la rot- 
tura del funicolo, la rottura del seno margi- 
nale, la rottura dell ’utero, l’emorragia 
postpartum. L’autore é convinto che ogni 
perdita di sangue deve essere considerata 
come un segno di allarme e non deve mai 
essere trascurata, ed é d’avviso che si deve 
essere pronti in ogni momento a fronteg- 
giare qualsiasi eventualita. 


RESUMEN 


Se discute la hemorragia del conducto 
genital durante el final de la preniez, parto 
y puerperio, sobre la base de mas de 
10,000 casos en los cuales las mujeres han 
ingresado al hospital durante el embarazo. 
Se hace notar especialmente la rotura de 
la placenta y la placenta previa, junto con 
las recomendaciones diagnésticas y opera- 
torias. Otros padecimientos que se discuten 
son: inversién agtida del ttero, ruptura 
del cordén, ruptura del seno marginal, 
ruptura uterina y hemorragia postparto. 
El autor recalea en su consejo, que la 
hemorragia anormal debe ser vista en 
cualquier caso como una indicacién de 
anormalidad y no subestimarse nunca, 
bajo la conveniencia de estar preparado 
en todo momento para poder cubrir una 
posible emergencia. 
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newborn is as old as the art and 

science of obstetrics and pediatrics. 
All too often the product of both normal 
and abnormal, vaginal and cesarean birth 
presents the obstetrician and pediatrician 
with a newborn infant who either does 
not begin to breathe properly or fails to 
maintain breathing with sufficient effi- 
ciency to insure continuance of life. As 
Jackson has stated, “clearing of the air- 
way of the newborn is essential for safe 
obstetrics.” How to accomplish this in 
the most modern, safest and most efficient 
way is the point to be considered. 

The problem is the result of two factors, 
namely the peculiar anatomic character- 
istics of the infantile larynx, trachea and 
bronchi, with their tendency toward con- 
genital anomalies, and the extraordinary 
environmental conditions to which in- 
fants are subjected both before and 
during birth. Unless these factors are 
constantly kept in mind, it is difficult to 
see how one can properly treat the new- 
born child who exhibits respiratory em- 
barrassment. 

The respiratory passages of the new- 
born are infinitely smaller in caliber than 
are those of the adult, providing little 
leeway when obstruction supervenes from 
any cause. For example, the infant’s 
somewhat triangular laryngeal aperture 
measures about 7 mm, anteroposteriorly, 
by 4 mm. transversely at the posterior 
commissure. Holinger pointed out that if 
one considers the area of the glottic chink 
in a newborn child to be 14 sq. mm., mu- 
cosal edema*to the extent of 1 mm. would 
reduce the area to 5 sq. mm., or 35 per 
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Read at a staff meeting of the Department of Otorhino- 
laryngology of Long Island College Hospital, Brooklyn, 1951, 
and at a staff meeting of Mercy Hospital, Rockville Centre, 
New York, Feb. 8, 1952. 3 

*Bronchoscopic equip t supplied by George P. Pilling 
& Son, Philadelphia. 

Submitted for publication March 14, 1953. 
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cent of the original aperture, whereas the 
same 1 mm. of edema in the adult would 
not produce respiratory embarrassment 
but only hoarseness. The mucosa is ad- 
herent to the posterior epiglottic surface 
but only loosely attached to the anterior 
epiglottic surface and along the aryepi- 
glottic folds, so that supraglottic edema 
(e. g., as observed in Hemophilus influ- 
enza infections) causes obstruction by 
extravasation of the fluid anterior and 
lateral to the epiglottic cartilage. This 
favors inward curling of the lateral epi- 
glottic edges and backward displacement 
of the tip of the epiglottis to obstruct the 
larynx like a trap door. A loose areolar 
connective tissue is present subglottically, 
just below the level of the cords, where 
most acute obstructions occur. Here, at 
the narrowest part of the larynx, edema 
fluid (whether the edema is traumatic or 
inflammatory). may extravasate and pro- 
duce sufficient swelling to cause rapid 
closure of the airway. Further, the edema 
may limit the motility of the cord, thus 
preventing complete abduction of the 
cords in deep inspiration and so adding 
to the already existing obstruction. Again, 
the subglottic space is rigidly encircled by 
the only complete tracheal cartilaginous 
ring, namely the cricoid cartilage, so that 
progressive edema must necessarily occur 
at the expense of the actual airway. This is 
in contradistinction to edema of the supra- 
glottic space, where some leeway is avail- 
able owing to the fact that lateral expan- 
sion into the surrounding softer pharyn- 
geal tissues can take place before actual 
obstruction of the airway has occurred. The 
abundance of mucus glands in the larynx, 
pharynx and trachea allows for the pres- 
ence of excessive amounts of mucus due to 
stimulation by trauma or infection, which, 
coupled to the fact that laryngeal obstruc- 
tion induces increased respiratory rates, 
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Tucker type illuminated infant laryngoscope. (Photograph 


causes drying and often actual crust for- 
mation. Eventually this may produce 
obstruction—for example, in cases of lar- 
yngotracheobronchitis. Proceeding down 
the tracheobronchial tree, the outstanding 
factor of importance from the clinico-ana- 
tomical point of view is the diminished 
caliber of the various tubes as compared 
with their adult prototypes. This small 
caliber facilitates obstruction. 
Obstructive congenital anomalies of the 
larynx are frequently encountered since 
the larynx of the newborn child has been 
properly studied. These include congeni- 
tal webs of the larynx itself, as well as 
subglottic webs located below the level of 
the cricoid; cysts of the laryngeal ven- 
tricles, called laryngoceles; cysts of the 
aryepiglottic folds; cysts of the thyro- 
glossal duct, which can obstruct by push- 
ing the epiglottis into the glottis; and the 
flaccid larynx, in which the epiglottis, 


by James Weeks, Manhattan General Hospital.) 


aryepiglottic folds and arytenoids are so 
flaccid as to allow their being sucked into 
the laryngeal aperture on each inspira- 
tion, causing extreme obstruction. 

In addition to the congenital anomalies, 
there are several categories of causes of 
laryngeal obstruction in the newborn; in- 
fection, which includes diptheria, laryn- 
gotracheobronchitis and acute epiglottic 
edema due to H. influenza, may be a cause. 
Paralysis, usually due to hemmorrhage 
referable to the central nervous system, 
may be severe enough to cause bilateral 
involvement of the recurrent laryngeal 
nerve and to produce rapid death while 
the unconscious infant is unable to exhibit 
the usual epigastric and suprasternal re- 
actions indicative of laryngeal obstruc- 
tion. Unilateral paralysis (usually on the 
left) may be caused by congenital cardio- 
vascular anomalies. The neoplastic dis- 
eases are fortunately rather rare and 
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usually occur in the form of benign papil- 
loma. A foreign body, also rare, is usually 
some object closely. associated with the 
infant’s bassinet, such as a tack, or with 
the infant’s or mother’s clothing, such as a 
small gold safety pin. Finally there is 
trauma, usually due to the repetition of 
laryngeal catheterizations by the rubber 
catheter introduced blindly after birth. 
Often the presence of amniotic fluid, me- 
conium, blood, mucus or vernix caseosa in 
sufficient amounts can produce obstruc- 
tion in the narrow passages of the infant 
laryngotracheobronchial system. Such se- 
cretions are particularly prone to accumu- 
late in obstructive amounts during diffi- 
cult or prolonged labor (malpresentations, 


breech extraction, versions, prematurity). . 


Beinfield has also pointed out the possi- 
bility of asphyxia neonatorum in the rare 
cases of bilateral posterior nares atresia, 
a fact that should stimulate proper exami- 
nation of the upper part of the respiratory 
tract, as well as study of the laryngo- 
tracheobronchial tree itself, when one is 
confronted with respiratory embarrass- 
ment in the newborn. 

During gestation the fetus accumulates 
a coating of vernix caseosa and is im- 
mersed in amniotic fluid, which may be- 
come meconium-laden as labor proceeds. 
Occasional respiratory motions may occur 
in the late stages of intrauterine life, 
especially during prolonged labor and in 
malpresentations, so that inspiration of 
mucus, vernix caseosa, or meconium-laden 
amniotic fluid may occur when there is 
no protective laryngeal mechanism, no air 
below the larynx to cough it out, and only 
a rudimentary tussive squeeze, if any. 
Thus one can have produced asphyxia neo- 
natorum, in which respiration at birth is 
either lacking or seriously impaired. Jack- 
son has said that there is a high neonatal 
death rate due to asphyxia neonatorum 
caused by removable obstructions. Inspi- 
ration of these secretions by infants with 
coexistent causes of laryngotracheobron- 
chial obstruction, such as the congenital 
anomalies, paralyses, tumor, foreign body, 
trauma or even drug effects carried over 
from the maternal circulation, only serves 
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to increase the total obstructive effect. 

The term “resuscitation of the new- 
born” is obviosuly not restricted to the 
first few moments of life, but applies as 
well to treatment of the infant for many 
days after birth, at least until the respi- 
ratory passages are functioning normally 
with no undue effort. 

The safest, surest and most informative 
method of dealing with these problems is 
by use of the infant laryngoscope and the 
infant bronchoscope, since they provide a 
means of direct inspection of the obstruc- 
tion preparatory to its possible removal. 
Any other method is essentially indirect, 
if not blind; it may therefore fail to yield 
the information necessary for proper im- 
mediate and future treatment. Further- 
more, it may become a potential danger 
to the infant by traumatizing the larynx, 
which is, as has been mentioned, the most 
vulnerable member of the tree. Even the 
most fragile newborn child, threatened 
with asphyxia from one cause or another, 
can be carefully examined laryngoscopi- 
cally and bronchoscopically, certainly with 
less danger than is associated with the 
blind passage of catheters, no matter how 
soft. Jackson, describing his method of 
combined aspiration and insufflatior of 
oxygen and carbon dioxide with a cathe- 
ter, warned that the catheter should not be 
introduced deeper than 2 cm. into the 
trachea. 

Examination and treatment of the in- 
fant must naturally be carried out under 
the strictest aseptic precautions. The 
proper instruments must be maintained in 
good working order under sterile condi- 
tions, available for use at a moment’s 
notice. The Tucker type of twin illumi- 
nated infant anterior commissure laryn- 
goscope with a removable slide (see illus- 
tration) is preferred, since it allows the 
passage of instruments through it with 
an even, shadowless illumination and a 
more stable immobilization of the slippery 
infantile larynx, thus effecting a quick, 
certain identification of the larynx with- 
out trauma. During insertion of the endo- 
scopic instruments and their maintenance 
in situ the infant must be securely held 
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by competent assistants to prevent trauma 
to the larynx induced by movement of the 
head. The proper holding of the infant is 
the difference between success and failure. 
With a securely held infant it is now easy, 
safe and informative to pass the small- 
caliber infant bronchoscope through the 
properly maintained laryngoscope. The 
trachea and the main bronchi, with their 
subdivision apertures, may now be in- 
spected in orderly fashion, and foreign ob- 
structing material may be safely aspirated 
or otherwise suitably removed, while a 
mixture of oxygen and carbon dioxide is 
gently insufflated without positive pres- 
sure. In this way one may, with reason- 
able safety, learn the cause of the asphyxia 
and often logically treat it at the same 
time. If necessary, as in the case of con- 
genital bilateral paralysis of the recurrent 
laryngeal nerve, the bronchoscope can tide 
the infant over while a tracheotomy is done 
in an orderly fashion; or it can be used 
to insufflate until the effects of a drug 
obtained via the maternal circulation have 
been dissipated. 

The older methods of prolonged back 
slapping, indiscriminate medication, hot 
and cold baths, etc., and particularly the 
blind passage of any sort of catheter, 
should yield to the safer, more informa- 
tive and certainly more effective use of 
the properly employed infant laryngo- 
scope and bronchoscope. Only by the use 
of the bronchoscope can one detect such 
subglottic obstructive lesions as the sub- 
glottic web, foreign bodies, or communi- 
cations between the trachea or bronchi 
and the esophagus. Congenital agenesis 
of a lung, which ends as a bronchial stub 
and is often confused with atelectasis even 
on roentgen examination, can be safely 
detected by the directly visualizing bron- 
choscope. The soft rubber catheter misses 
the picture completely, and the blind pas- 


sage of woven catheters or rubber-tipped ' 


metal catheters may simply perforate 
such bronchi. The rubber tip of a metal 
catheter may present what is almost the 
equivalent of a bare-tipped metal cathe- 
ter. Furthermore, blindly passed catheters 
may more easily pass into the esophagus 
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than into the intended larynx, or, worse 
yet, may cause laryngospasm, and cer- 
tainly the jostling about of the catheter 
within and around the larynx itself is 
quite likely to cause hyperemia. Rosedale, 
on the other hand, in a number of care- 
fully executed bronchoscopic studies of in- 
fants, failed to note a single case in which 
laryngeal edema was so produced. 


SUM MARY 


The clinico-anatomic features of the in- 
fant tracheobronchial tree are discussed, 
with particular reference to its vulner- 
ability to obstruction from a number of 
causes. Resuscitation of the newborn by 
the relatively new method of direct visu- 
alization with the infant laryngoscope and 
infant bronchoscope is described and ad- 
vocated as a modern, safe, informative 
substitute for the older methods. 


RESUMEN 


Se discuten los hallazgos anatomoclini- 
cos del Arbol traquebrénquico del nino, con 
referencia particular a su vulnerabilidad 
a la obstrucci6n por un numero de causas. 
Se describe y favorece como un moderno, 
seguro y didactico substituto para los mé- 
todos antiguos de resucitacién del recién 
nacido, un método relativamente nuevo de 
visualizacién directa con un laringoscdépio 
infantil y un broncoscépio infantil. 


SUMARIO 


Sao discutidas néste trabalho as con- 
figuracdes anatomo—clinicas das arvores 
traqueo — bronquicas na infancia, sendo 
feita especial referencia 4 sua vulnerabili- 
dade a obstrucao, devido a regular numero 
de causas. O resuscitar 0 recen—nascido 
pelo emprego de um metodo relativamente 
novo as custas da visualisagao direta com 
o laringoscopio e 0 broncoscopio infantis é 
descrito, e defendido como metodo moderno 
que substitue completamente os antigos 
processos. 
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RESUME 


L’auteur énumére toutes les causes qui 
peuvent amener de |’obstruction de l’arbre 
trachéo-bronchique de l’enfant et discute 
de ses aspects anatomo-cliniques. Le laryn- 
goscope et le bronchoscope infantiles sont 
d’une trés grande utilité pour la ressusci- 
tation du nouveau-né, 4 cause d’une visu- 
alisation plus directe. 


ZUSAM MENFASSUNG 


Die klinisch-anatomischen Grundziige 
der Luftréhre und des Bronchialbaumes 
des Kleinkindes werden erértert unter be- 
sonderer Beriicksichtigung der Verletz- 
barkeit dieser Strukturen in Folge von 
Verstopfungen verschiedener Ursache. 
Die Wiederbelebung des Neugeborenen 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JULY, 1953 


mittels des verhaltnismassig neuen Verfah- 
rens der direkten Sichtbarmachung der 
Organe mit dem Laryngoskop und Bron- 
chioskop fiir Kleinkinder wird beschrieben 
und als eine moderne, sichere und auf- 
schlussreiche Methode empfohlen, die die 
alteren Verfahren ersetzen sollte. 
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Gastric Malignant Disease 


ROBERT H. ABRAHAMSON, M.D., F.A.C\S., F.LCS. 
STAMFORD, CONNECTICUT 


ASTRIC malignant disease is one of 
+ the major causes of mortality after 
the third decade of life. Although 
many advances have been made in diagno- 
sis and therapy of other conditions during 
the past twenty years, carcinoma of the 
stomach continues to account for more 
than 20 per cent of the mortality from 
neoplasms. Among persons between the 
ages of 45 and 74, the annual death rate 
from gastric cancer is 53.7 per 100,000; 
approximately 13.5 per cent of all deaths 
in the United States are due to cancers, 
of which 3.1 per cent are gastric. 

In several reviews on this subject? 
based on the results of studies of 583 
cases of gastric malignant disease at 
Bellevue Hospital, New York City, be- 
tween 1919 and 1946, the lack of early 
diagnosis, the low percentage of oper- 
ability and resectability and the very 
small percentage of possible cures were 
pointed out and recommendations made. 
It was my opinion that these results, com- 
ing from a general hospital in a large city, 
represented a general cross section of the 
general population of the United States. 

The statistics here presented are based 
on the results, during the past decade 
through 1950, at the Stamford Hospital of 
Stamford, Connecticut. This is an urban 
general hospital that draws from approxi- 
mately 125,000 persons. The conclusions 
are based on a comparative analysis of 
both series, i. e., 707 cases. 

During these ten years a total of 148 
patients with lesions diagnosed as car- 


cinoma of the stomach were admitted to 


the Stamford Hospital. The cases of 24 
of these are not used, because of insuffi- 
cient proof of diagnosis; hence, this study 
is made on a total of 124 cases. In this 
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group (of 124 cases) 46 patients showed 
evidence of local malignant change; 3 
showed evidence of distant malignant 
lesions (before the primary lesion was 
diagnosed), and 60 showed evidence of 
local and distant malignant change on ad- 
mission to the hospital. Sixty-nine (55.7 
per cent) were considered inoperable 
after study, and 55 were considered oper- 
able. Of the inoperable patients, 10 were 
so classified because they were moribund 
(14.9 per cent) ; 14 had evident metasta- 
ses (24.3 per cent) ; 3 refused operation (4 
per cent), and 2 were not operated on be- 
cause of mistaken diagnosis (1.6 per 
cent). The inoperability in 40 cases was 
due to combinations of extensions of the 
lesion and local metastases, presenting a 
situation in which operation was not justi- 
fiable. The number of inoperable patients 
who died while hospitalized was 31 (44.9 
per cent). 

After clinical and roentgen examina- 
tion, 55 patients, or 44.3 per cent, were 
considered operable. Only in this percent- 
age was operative intervention considered 
justifiable. However, in this group in 16 
cases (29.1 per cent of the operable pa- 
tients and 12.9 per cent of the total) it 
was considered after an exploratory pro- 
cedure that any further operation was 
contraindicated, and the patient was re- 
turned from the operating room without 
any further operative treatment. 

In 10 (18.2 per cent) of the cases in 
which operation was performed, only a 
palliative procedure was possible. There 
was no chance that any of these patients 
could be cured. By “palliative” is meant 
sidetracking, not removal, of the tumor. 
The type of particular palliative procedure 
selected is not important, since for these 
patients the average duration of life was 
forty-eight days and the mortality rate 


was 60 per cent. In 29 (52 per cent) of 
the operable patients and 23.4 per cent 
of the total series it was possible to resect 
the stomach. The number of deaths in 
this group was 10 (18.2 per cent, i. e., 19 
of the operable patients (34.6 per cent). 
In only 15.3 per cent of the total number 
of cases was there a chance of cure. 


Comment on Statistics.—The study of 
this group of cases shows that the ma- 
jority of patients with carcinoma of the 
stomach admitted to the hospital were in- 
operable on admission (65.7 per cent) and 
that, of those who were considered oper- 
able, an additional 16 (12.9 per cent of 
the total series) were found inoperable 
after laparotomy. For 10 of those oper- 


ated upon (8.9 per cent) only palliative 


procedures were possible. In only 29 of 
the 124 cases (23.4 per cent) was it pos- 
sible to resect the tumor. In these cases 
the mortality of resection was 34.5 per 
cent, leaving 19 cases (15.3 per cent) of 
the total group and 34.6 per cent of the 
allegedly operable group in which there 
exists the possibility of a cure. 

This poor possibility compares favora- 
bly with the data in both series from Belle- 
vue Hospital when the combined rate of 
possible cure between 1919 and 1945 
ranged from 2.2 to 5 per cent of the total 
number of cases. The percentage of oper- 
ability rose from 33.4 to 44.3. The per- 
centage of resectability rose from 5.4 to 
23.4 of the total number of cases. 

These low percentages, which are com- 
parable to those reported from general 
hospitals throughout the United States, 
confirm the poor prognosis for life and 
cure of patients admitted to hospitals with 
gastric malignant disease. 

Age and Sex Factors.—In this series 
there were 79 male and 45 female patients, 
an incidence of approximately 2 to 1 (the 
usual preponderance of the male). It is 
a well known fact that in the great ma- 
jority of cases the tumor occurs after the 
fourth decade of life. 

Among male patients the highest inci- 
dence was noted among those between 46 
and 70 years of age, and the highest in- 
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cidence among female patients occurred 
between the ages of 50 and 70. It is dur- 
ing these years that radical hormonal 
changes take place. In articles published 
in 1942 and 1943,? I have called attention 
to the “gastric mucosa as an endocrine 
gland” and demonstrated hormonal effects 
on the gastroduodenal mucosa.* 

Experimental work shows that the 
gastric mucosa can be influenced by hor- 
mone activity, including changes in the 
androgen-estrogen ratio. 

The possibility that sterols, the sex 
hormones and other hormones normally 
present in the human body may be trans- 
formed into highly active carcinogenic 
agents within the body has been pointed 
out. 

Experimental work has shown the re- 
lation of sex hormones to carcinogenic 
substances and a possible mode of inter- 
change from one to the other. Changes in 
the contents of the blood and activity of 
several hormones takes place at the time 
when gastric carcinoma most frequently 
occurs. I have presented the conception 
that the gastric mucosa is a gland with 
both endocrine and exocrine secretions 
and therefore is Tiable to influences similar 
to those which control the functions of 
other endocrine glands. 

Radical changes in hormone balance 
take place after involution and during the 
period in which gastric carcinoma most 
frequently appears. These changes and 
differences help to explain the sex dis- 
crepancy and age incidence between 
gastric carcinoma and benign gastroduo- 
denal lesions; e. g., duodenal ulcer (20 
male to 1 female patient). 

In my opinion, the relation between sex 
hormone control of the gastric mucosa and 
gastric disease, including neoplasm, is an 
actual one, and that further clinical and 
experimental work along the principles 
outlined should be instituted to throw 
further light on the causation, diagnosis, 
and therapy of gastric carcinoma. 

It is my conviction also that carcinoma 
rarely strikes on a normal mucosa. The 
high incidence of neoplasm following poly- 
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posis and gastritis is common knowledge. 
In cases of the atrophic gastritis of per- 
nicious anemia, the incidence of gastric 
carcinoma is 9 to 13 per cent (since it 
has been possible to keep the patients alive 
with liver extract). This is further evi- 
dence in substantiation of the foregoing 
statement. It seems that the combination 
of hormonal imbalance and pathologic or 
involutionary gastric mucosa instigates 
malignant change. 

In attempting to evaluate the relative 
importance of the clinical symptoms as 
set forth in textbooks, such as pain, loss 
of weight, weakness, anemia, hemateme- 
sis, etc., it was found that these had no 
relation to the duration of the disease or 
the possibility of cure. It becomes in- 
creasingly evident that the signs one waits 
for in the clinical diagnosis of gastric car- 
cinoma are largely signs of inoperability. 
The duration of symptoms (as reported 
by the patient) has very little relation to 
the resectability or operability of the 
lesion. Approximately the same percent- 
age of patients were inoperable after one 
month of symptoms as were operable; 13.8 
per cent of the patients with resectable 
lesions had had symptoms of one to two 
years’ duration, while a similar percent- 
age of inoperable patients had had symp- 
toms for the same length of time. It is 
apparent that there is no relation between 
the alleged symptoms of this condition 
and the operability of the patient. 

Surgeons have made great efforts to 
diagnose inoperable carcinoma, but actu- 
ally any case in which such a lesion proves 
curable is fortuitous. Surgeons must learn 
to diagnose this condition early in its 
pathologic course rather than in its clini- 
cal course. 

Dr. Harry Greene,’ pathologist of Yale 
University, has shown by his technic of 


transplantation of human carcinoma into 


the anterior chamber of guinea pigs’ eyes 
that early local carcinoma is not trans- 
plantable; that at this stage it does not 
metastasize; that it can therefore be cured 
by extirpation; but that at a certain point 
it loses its dependency, becomes autonom- 
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ous and is transplantable. At this stage 
it metastasizes, and local removal does not 
result in cure. This point cannot be de- 
tected by microscopic examination. The 
one chance of cure is to operate before this 
change takes place. 

Peptic Ulcer (Series from the Stamford 
Hospital, 1940-1950).—Roentzyen exami- 
nation of the gastrointestinal tract was 
carried out in 102 of the 124 cases. In 
94 of these cases there was roentgen evi- 
dence of gastric malignant change. Of the 
remaining 8 cases, negative results were 
obtained in 2; in 4, peptic ulcers were 
reported, and in 2, benign polyps. In 1 
case a diagnosis of malignant disease was 
made, but the lesion later proved to be a 
benign ulcer and is not included in this 
series. In the majority of the 22 cases 
in which roentgen studies were not done, 
the patients had hematemesis, which made 
them unsatisfactory subjects for this type 
of examination. Although gastric analysis 
was carried out only in approximately 60 
per cent of the cases, 81 per cent of the 
patients in this group showed absence or 
diminution of free hydrochloric acid, and 
in 46 instances blood was reported to be 
present. 

In 24 of these cases, 19.3 per cent of the 
total number, a diagnosis of peptic ulcer 
was made and the patients treated accord- 
ingly at some time prior to the diagnosis 
of malignant disease. In 1 case gastro- 
enterostomy for peptic ulcer was _ per- 
formed ten years prior to the operation 
for cancer of the stomach. 

The possibility of malignant degenera- 
tion of a benign peptic ulcer has been 
given consideration in the medical litera- 
ture since 1909.7 All cases in which the 
lesions were originally reported as benign 
ulcers and later proved malignant were 
carefully investigated in both series for 
a period of one to ten years prior to the 
diagnosis. This investigation did not re- 
veal proof of the transformation of a be- 
nign ulcer to a gastric neoplasm. There 
can be no question that the majority of 
gastric carcinomas are the seat of peptic 
ulceration, and this ulceration may com- 
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pletely obliterate the roentgenologic and 
clinical signs of malignancy. However, 
this is not proof of the contention that the 
original lesion was a benign one that later 
went on to malignancy. It should not be 
said that this change never takes place, 
but it takes place no more often than at 
the edge of a chronic ulcerative lesion of 
the bowel or the skin. 

As has been noted, in 19.3 per cent of 
these cases a diagnosis of peptic ulcer was 
made prior to the diagnosis of malignant 
disease. There has been authoritative evi- 
dence pointing toward the malignant de- 
generation of benign gastric ulcer. In the 
707 cases reported there is no evidence 
to prove that any case of gastric malig- 


nant tumor had its inception in benign . 


ulceration. It is well known that practi- 
cally every gastric malignant growth is 
the seat of peptic ulceration but this 
gastric ulceration started as a malignant 
lesion, and, as a matter of fact, is not 
distinguishable either by roentgen rays 
or by clinical examination from benign 
ulceration. In fact, under treatment the 
patient’s symptoms due to ulceration will 
improve; he may even show improvement 
on roentgen examination. The malignant 
character of the disease becomes evident 
too late. Since it is impossible at this time 
to distinguish between early malignant 
disease and benign ulceration of the stom- 
ach, it is obvious that all these lesions 
should be treated by gastric resection at 
the earliest possible date. In fact, in the 
present state of lack of knowledge, every 
gastric lesion should be resected. 


Treatment.—The surgical treatment of 
this condition is well known. The technic 
of gastric resection has been mastered by 
surgeons throughout the world. In recent 
years total gastrectomy has been advo- 
cated by some in all cases of gastric malig- 
nant disease of the stomach.’ My opinion, 
with that of others,® is that the technic 
of the operation should be guided by the 
extent of the lesion. It is possible to allow 
extensions of a malignant growth to re- 
main in the abdomen while doing a total 
gastrectomy and to perform radical re- 
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moval of extensive tumors while still al 
lowing a portion of the gastric mucosa to 
remain. The recent advances in preopera- 
tive preparation, anesthesia, the use of an- 
tibiotics, control of electrolytes and blood 
transfusion have allowed the surgeon to 
carry patients through increasingly radi- 
cal procedures. However, serious sequelae 
of total gastrectomy, such as chronic 
esophagitis and ulceration, serious ane- 
mia, nnutritional deficiencies, and increas- 
ing loss of weight and strength make total 
gastrectomy a procedure that must be 
specifically indicated rather than routinely 
carried out. This statement should in no 
way be considered to contradict the need 
of adequate, radical removal of the malig- 
nant tissue, with all palpable nodes and 
lymphatic extensions. 


The poor results of palliative procedures 
have already been mentioned. In a certain 
sense, however, gastric resection may be 
considered a palliative procedure. When 
justifiable, this type of gastric resection 
is of great value in the cure of obstruction 
and the prevention of hemorrhage and 
infection. It is well known that removal 
of the primary carcinoma has benefited 
many patients, even though metastases 
were known to be present. It must also 
be noted that, after an analysis of this 
kind, gastric resection may be considered 
only a palliative procedure in the great 
majority of allegedly curable cases. It is 
true that the more radical an operative 
procedure for carcinoma, the better the 
chance of cure. If one is operating with 
regard to lymphatic drainage from the 
stomach, splenectomy and pancreatectomy 
should always be performed. Since in 
many cases the disease travels by con- 
tinuity along the gastric mucosa, the lower 
end of the esophagus and the duodenum 
should be extirpated. 


Even though these things are possible, 
if not plausible—is this the answer to the 
problem of gastric carcinoma? It would 
seem to be a grand effort to eradicate 
former mistakes—allowing this lesion to 
progress until this antemortem removal 
and examination of the upper abdominal 
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viscera is indicated. 

The problem that faces us all concerned 
in the surgical treatment of gastric malig- 
nant disease is the problem of diagnosing 
this condition early, while the growth is 
locally removable. It is completely impos- 
sible to diagnose early gastric carcinoma 
by depending on the history or the results 
of physical examination. When examina- 
tion of the gastric contents shows a low 
acidity level, the patient should be con- 
sidered to have gastric carcinoma until 
its presence is disproved; although normal 
acidity does not preclude cancer. If there 
is blood in the gastric washings, this 
should increase suspicion. Of recent years, 
cytologic examination of gastric washings 
has proved valuable in making the diagno- 
sis of malignant change; it has proved 
valuable, however, only when the results 
were positive. Negative results are of no 
value. 

Gastroscopic investigation is of use in 
controversial cases. The results in the 
best hands are not as satisfactory as those 
of roentgen study. The method is not 
utilizable for mass screening. It should be 
used when indicated. 

Roentgen examination of the patients 
in this series showed that the lesions of 
more than 90 per cent were diagnosed ac- 
curately by roentgen examination. How- 
ever, in all but 23.4 per cent the roentgen 
examination took place when the condition 
was already too far advanced for the pos- 
sibility of cure. It is reasonable to assume 
that, if gastrointestinal roentgen series 
had been done in the remainder of the 
cases at an earlier date, the percentage of 
resectable lesions would have been in- 
creased. Even when the diagnosis had 
been made, there was a time lag of four 
months before operation was performed. 
The inadequacy of diagnosis in these cases 
is also illustrated by the fact that 37 per 
cent of the patients had evident metasta- 
ses on admission. 

It is virtually impossible for the roent- 
genologist to subject all the patients who 
require careful screening of the gastric 
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mucosa. It is also unfair to have capable 
men attempt to withstand the exposure to 
roentgen rays that this must require; and, 
after all, the diagnosis is only as good as 
the eyes of the roentgenologist. 

Gastrofluography, with rapid routine 
films, holds promise of an easier method. 
Certainly more improved methods of ex- 
amination must be devised. 

At present I am working on an intra- 
venous, roentgen-resistant dye method of 
developing gastrograms and_ pancrea- 
grams, At the time of writing this has 
been partially successful in studies of 
dogs. 

During the past decade improvement 
has been noted in the results of the surgi- 
cal treatment of gastric carcinoma. This 
improvement is due to increasing ability 
to prepare patients, carry them through 
prolonged operative procedures and sup- 
port them during their postoperative 
course. However, the outlook of the pa- 
tient after recovering from operation is 
bad. Although a few of the larger clinics 
have reported a five-year cure rate as high 
as 22 per cent, even this low figure is 
affected by selection of cases. 

To increase the number of possible and 
operative cures, the patient must be 
brought to the operating table while this 
condition is early and localized. The index 
of suspicion of gastric malignant change 
by the average physician throughout the 
country must be increased. The patient 
over 40 years of age, given an annual phy- 
sical examination, cannot be guaranteed 
to be in good health without fluoroscopic 
examination of the stomach and roentgen 
examination when indicated. Life insur- 
ance examinations and annual military 
examinations, and the routine examina- 
tion in civilian life after the fourth decade, 
must include examination of the stomach. 
If an early and operable malignant tumor 
is to be discovered, improved methods of 
examination of the gastric mucosa must 
be developed. 
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SUMMARY 


1. Comparative studies of 707 cases of 
carcinoma of the stomach demonstrate the 
poor prognosis and emphasize lack of 
progress. 

2. The absence of relation between the 
onset of the symptoms, operability and 
possibility of cure explains failure to diag- 
nose early cases. 

3. The improvements in the results of 
treatment of gastric malignant disease are 
more apparent than real. They are due to 
improvement in preoperative, operative 
and postoperative care. The end results, 
computed on the basis of total admissions, 
are still poor. 


4. It is suggested that the following four 


factors have a chronologic and etiologic 
linkage: (a) age and sex incidence; (b) 
chronic gastritis; (c) endocrine effects on 
gastric mucosa, and (d) the inception of 
gastric neoplasm. 

5. Present means of investigating the 
gastric mucosa are so cumbersome and 
inadequate that it is not possible to ex- 
amine the number of patients who require 
this investigation. 


ZUSAM MENFASSUNG 


1. Vergleichende Untersuchungen an 
707 Fallen von Magenkrebs ergeben eine 
sehr ernste Prognose und lassen den Man- 
gel an Fortschritt auf diesem Gebiet 
deutlich erkennen. 

2. Das Versagen der Diagnostik im 
Friihstadium der Erkrankung wird durch 
den Mangel an Korrelation der Symptome, 
der Operierbarkeit und Heilungsméglich- 
keit erklart. 

3. Die erzielten Besserungen in der Be- 
handlung bosartiger Magenerkrankungen 
existieren mehr dem Anschein nach als in 
Wirklichkeit ‘und sind der Entwicklung 
der pradoperativen, chirurgischen und 
postoperativen Methoden zu verdanken. 
Die Endergebnisse sind, auf die Gesamt- 
zahl der Krankenhausaufnahmen berech- 
net, noch sehr armlich. 

4. Es wird angenommen, dass die fol- 
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genden vier Faktoren in chronologischer 
und atiologischer Beziehung stehen: a) 
Haufigkeit nach Alter und Geschlecht, 
b) chronischer Magenkatarrh, c) endo- 
krine Ejinfliisse auf die Magenschleimhaut, 
und d) Beginn der Magengeschwulst. 

5. Die Methoden des Studiums der Ma- 
genschleimhaut sind zur Zeit noch so um- 
stindlich und unzureichend, dass es un- 
moglich ist, die grosse Anzahl der Kran- 
ken, die es nétig hatten, zu untersuchen. 


RESUME 


1. L’étude comparée de 100 cas de can- 
cer de l’estomac démontre que le pronostic 
est mauvais et les résultats déplorables. 

2. L’absence de corrélation entre les 
signes du début de la maladie et la chance 
de guérison par l’opération illustre bien 
la difficulté d’un diagnostic précoce. 

3. Les résultats heureux sont plus fictifs 
que réels. Ils sont les effects de soins pré- 
opératoires et post-opératoires. Les ré- 
sultats éloignés sont déplorables. 

4. Les quatre causes suivantes ont 
des effets chronologiques et étiologiques 
communs, (a) l’age et le sexe, (b) la 
gastrite chronique, (c) les réactions endo- 
criniennes sur la muqueuse gastrique et 
(d) l’apparition du cancer gastrique. 

5. Les procédés usuels en usage sont 
tellement désuets qu’il est impossible 
d’examiner complétement et adéquatement 
tous les patients qui en auraient besoin. 


RESUMEN 


1. Estudios comparativos de 707 casos 
de carcinoma del est6mago demuestran el 
pronostico pobre y hacen notar la falta 
de progreso. 

2. La ausencia de relacion entre el comi- 
enzo de los sintomas, la operabilidad y la 
posibilidad de curacion explica la falla en 
el diagnéstico en los casos tempranos. 

3. El mejoramiento de los resultados en 
el tratamiento de la enfermedad maligna 
del estomago es mas aparente que real, y 
se debe al mejoramiento de] cuidado pre- 
operatorio, operatorio y postoperatorio. 
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Los resultados finales computados en base 
al total de admisiones son pobres. 

4. Se sugiere que los cuatro factores 
siguientes tienen una relaci6n cronolégica 
y etiol6gica: (a) incidencia en edad y 
sexo, (b) gastritis crénica, (c) efectos 
endocrinos sobre la mucosa gastica y (c) 
comienzo de la neoplasia sobre la mucosa 
gastrica. 

5. Los medios actuales de examen de la 
mucosa gastrica son tan molestos é inade- 
cuados que no es posible examinar al 
nimero de pacientes que esta investiga- 
requiere. 


SUMARIO 


1. Um estudo comparativo de 707 casos 
de carcindma do estomago veio demonstrar 
a necessidade de se progredir muito sébre 
o assunto, face a pobreza do prognostico 
verificado. 

2. A ausencia de relacao entre a intensi- 
dade dos sintOémas, a operabilidade e a 


possibilidade de cura, explica a falencia 


do diagnostico nos casos recentes. 

3. A melhoria conseguida com o trata- 
mento dos tumores malignos do estomago 
é mais aparente do que real. Melhorou-se 
bastante no tocante ao pre-operatorio, a 
tecnica cirirgica e aos cuidados posopera- 
torios, porém, os resultados finais, compu- 
tado no total de casos registrados, sao 
ainda muito precarios. 

4. Sugerem que os quatro fatores se- 


ABRAHAMSON: GASTRIC MALIGNANT DISEASE 


guintes uma ligacéo cronologica e 
etiologica: a) idade e sexo; b) gastrite 
cronica;c) acao endocrina sObre a mucosa 
gastrica; e,d) inicio do neoplasma gastrico. 

5. Os atuais meios para estudo da mu- 
cosa gastrica sao tao incomodos e inade- 
quados que nao é possivel se examinar 0 
elevado numero de doentes que reclamam 
tal inestigacao. 
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A Method for Clinical Study of the Common 
Bile Duct After Choledochostomy 


JULIAN A. STERLING, M.D., Sc.D. (Med.) 
AND 


RALPH GOLDSMITH, M.D., F.A.C.S. 
PHILADELPHIA, PENNSYLVANIA 


FTER surgical procedures on the 
A common bile duct all our patients 
are intubated, usually with a 
T-tube. The management of such a tube, 
particularly with reference to indications 
for its removal, frequently presents a 
problem. 


The state of the common bile duct after 


choledochostomy is evaluated clinically in 
several ways. First, the patient’s response 
is observed after the external limb of 
the T-tube has been clamped. Second, the 
duct is studied by cholangiogram. Third, 
measurements are made of intracholedo- 
chal pressures and volumes,! including a 
study of the response to added measured 
fluid.? 

There are defects in each of these 
methods. The best, upon which we rely 
greatly, is the cholangiogram.* However, 
in some instances the radiologist may not 
be able to give an unqualified opinion 
without repeating the study. Even then, 
the conclusion may be doubtful. In such 
instances and, in fact, in all cases, it is 
desirable to employ clinical tests to con- 
firm and to supplement the cholangio- 
gram. 

Procedure.—Studies were done after 
surgical procedures involving the common 
bile duct in cases of cholangitis, choledo- 
cholithiasis, pancreatitis, trauma and ma- 
lignant disease of the duct. These patients 
have been followed from two to six years. 

Postoperatively, the daily volume of 
bile drainage from the T-tube is meas- 
ured. As this decreases to less than 250 
cc., usually after the fifth day, the external 
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limb of the T-tube is clamped for periods 
of increasing length. At the end of one 
of these periods a three-way stopcock is 
attached to the external opening of the 
T-tube. A 20 cc. syringe and a water ma- 
nometer are also attached to the stopcock. 

Pressure in the common duct is meas- 
ured by reading the fluid level in the ma- 
nometer. The contents of the duct 
are aspirated. Saline solution or 1 per 
cent procaine hydrochloride is then in- 
jected into the duct. Usually from 10 to 
30 cc. of fluid is injected during three to 
five minutes. Measurements are recorded 
at the conclusion of the injection or at 
the first sign of abdominal discomfort. 
Pressure levels are observed for five to 
ten minutes or until the reading is zero, 
depending upon the rate of empty- 
ing of the duct. This examination may be 
repeated at any time and under many 
conditions; no special preparation is 
needed. Anyone who has observed spinal 
fluid pressures can rapidly become expert 
at this test. Observations of changes in 
pressure and volume of the biliary tract 
are recorded. The impression gained con- 
cerning the duct is charted as “patent,” 
“partially obstructed,” or “completely ob- 
structed,” or an individual description is 
given. 

An indirect cholangiogram is usually 
taken on the day after pressure-volume 
study, because air may be added to the 
duct system by the former test. 

The following data are then correlated : 
(1) cholangiographic observations, (2) 
clinical course and (3) pressure-volume 
studies. 

Results.—The common bile duct is nor- 
mal after exploratory surgical procedures 
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in most of our cases today. The residual 
pressure in a normal duct does not exceed 
5 em. of bile; the residual volume is not 
greater than 5 cc. The duct holds up to 
12 ec., and its maximal pressure does not 
exceed 18 centimeters of bile. 

Deviations from these standards are 
observed in abnormal cases. 


REPORT OF CASES 


CASE 1.—C. R., a woman 26 years old, had 
cholelithiasis, with a history of slight inter- 
mittent jaundice. Cholecystectomy was done. 
The common duct was explored; a stone was 
not palpated; injected fluids passed into the 
duodenum. The operative cholangiogram was 
not technically satisfactory except that it in- 
dicated dye to be present in the duodenum. 
T-tube drainage of the common duct was done. 

The tube was closed at intervals after the 
third postoperative day. On the fourth day 
there was some discomfort resembling the pre- 
operative symptoms. 

Intracholedochal pressure-volume studies 
were done on the fifth postoperative day. The 
residual pressure was 14 em.; the residual 
volume was 9 cc. When 10 ce. of 1 per cent 
procaine hydrochloride was injected into the 
duct, pain followed immediately and the pres- 
sure rose to 26 cm. The duct did not empty 
spontaneously, and pressure was maintained 
until the duct was emptied of all added fluid. 

At this time the duct was irrigated with 
nupercaine, ether and generous quantities of 
procaine. The lavage at first returned much 
débris of orange-colored biliary sand and then 
was clear. Subsequently, there was no pain 
associated with introduction of fluids into the 
duct. 

Later studies revealed residual pressure and 
volume to be zero; the maximal intraductal 
pressure was 14 cm., and the duct emptied at 
a rate of 3 to 5 cm. per minute. 

A cholangiogram subsequently showed resi- 
dual dilatation of the duct, without, however, 
any sign of calculus in the biliary tract. After 
complete clamping and then removal of the T- 
tube, the patient became and has remained 
fully asymptomatic. 

CASE 2.—F. K., a woman 54 years old, was 
studied in 1947. She had an attack of acute 
pancreatitis associated with cholelithiasis. 
Two weeks later she was operated upon. A 
gangrenous gallbladder was ablated and eight 
stones removed from the common duct. Fluids, 
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catheters and probes passed into the duodenum 
thereafter without evidence of abnormality. 
T-tube drainage was established. 

A postoperative cholangiogram indicated 
that several residual calculi were present in 
the common duct. Pribram therapy was insti- 
tuted. After six months she could tolerate the 
T-tube closed except for a few minutes once 
or twice daily. 

Intracholedochal pressures and volumes were 
studied on many occasions. While calculi were 
present in the duct, the residual pressure was 
6 cm. and the residual volume varied from 10 
to 15 cc. With the introduction of 5, 10 and 
14 ce. of solution, the duct pressure rose to 
15, 30 and 32 cm. of water respectively. Pain 
was present at 25 cm. of pressure. The duct 
emptied at a rate of about 2 cc. per minute, 
but at no time did it empty completely. A 
cholangiogram taken at this time showed per- 
sistent residual choledocholithiasis. 

The patient continued with Pribram therapy 
for another four months.! Pressure and vol- 
ume studies on the common duct were then 
repeated. 

At this time there was no residual fluid in 
the duct; the initial pressure was zero. The 
maximal intracholedochal pressure was 12 cm. 
of water. The duct emptied at a rate of 8 to 
9 cc. per minute. 

The cholangiogram confirmed the results of 
this clinical test, since uninterrupted flow of 
Diodrast was seen in the duodenum and there 
was no evidence of calculi. The T-tube was 
removed. The patient has been asymptomatic 
up to the time of writing. 


In such cases, clinical evaluation and 
tests have supplemented each other and 
served as reliable indices to prognosis. 

The duct has been studied under other 
conditions; for example, in the presence 
of redundant mucosa or edema of the 
papilla of Vater, in the presence of tumor, 
in the absence of a papilla, in many pa- 
tients with a past history of pancreatitis 
and in many in whom interductal reflux 
was manifest on cholangiographic study. 

Our most encouraging observations are 
in those in which the results of our clini- 
cal (including pressure-volume) studies 
are normal whereas the cholangiogram 
shows a shadow that could be a calculus 
or an artifact. In such cases, after conser- 
vative management and repeated studies 


by all three modalities, agreement was 
eventually reached. 

Our observations during the past six 
years have been carefully examined, In 
comparing the clinical course, the cho- 
langiogram and the studies of intracho- 
ledochal pressure-volume there is agree- 
ment in 82 per cent of our cases. 

In 18 per cent these three test factors 
do not agree. In several cases, when ab- 
normal shadows were seen on the cho- 
langiogram, it was found that the pres- 
sure-volume studies and the clinical course 
demonstrated that the duct was function- 
ing normally. Roentgenographic reexami- 
nation in these revealed normal ducts. The 
abnormal shadows seen in such cases may 
have been due to edema, disruption of the 
mucosa or air within the duct. Deformity 
of the intramural portion of the duct, par- 
ticularly at the papilla, is frequently due 
to trauma at the time of operation, e. g., 
caused by the passage of Bakés’ dilators.® 

In other cases of disagreement among 
these test results, the patient was com- 
fortable when the T-tube was clamped 
although both the cholangiogram and the 
pressure-volume studies were abnormal. 
In several of these cases a stone was later 
removed surgically from the common 
duct, while in others the abnormality dis- 
appeared spontaneously. 


COMMENT 


After exploration of the common duct, 
the patient who can tolerate the T-tube 
closed for seventy-two hours without pain, 
jaundice, chills, fever or external leakage 
of bile probably does not need the tube. 
In addition, an adequate flow of fluid into 
the duodenum and the normal contours 
and course of the duct visualized roent- 
genographically are valuable pieces of 
evidence. Finally, measurement of the 


volume and pressure of the intracholedo- 
chal contents at rest and under stress of 
added fluids can complete the available 
information. 

The residual volume of the normal 
empty common bile duct is approximately 
5 ec. This varies because of variable base 
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line factors, such as food stimuli, state 
of duodenal tonus, volume content of the 
duodenum, intraperitoneal pressure and 
the patient’s state of mind.* However, 
residual volume greater than 7 cc. is 
usually associated with some degree of 
obstruction at the termination of the com- 
mon bile duct. 

The normal pressure in the common 
bile duct during the resting state may 
range up to 5 cm. of water. When pres- 
sure is increased over 10 cm., some ob- 
struction of some character to bile out- 
flow is present. 

As fluid is injected into the duct there 
is a rise in pressure in a ratio of 1 or 
1% to 1 until a maximal pressure of 15 
to 18 cm. of water is present after the 
injection of 10 to 20 cc. of water. At 
this level there may be moderate discom- 
fort and a sense of abdominal fullness. 
This is relieved spontaneously as the intra- 
choledochal pressure is decreased. 

The duct normally empties its contents 
into the duodenum at a rate of 2 to 5 ce. 
per minute. 

In patients with choledocholithiasis, 
four pictures may be seen. 

A. If the life history of the stone is 
short, the common duct volume is less 
than 15 cc. although the maximal pressure 
may rise to 25 to 30 cm. This duct empties 
slowly or may not empty at all. 

B. When the common duct stone has 
existed for many months, the volume of 
the duct is usually over 15 cc., whereas 
the maximal intracholedochal pressure 
may be less than 20 to 25 cm. This duct 
usually empties slowly and painfully. 

C. The duct which once contained a cal- 
culus has a volume greater than 10 to 15 
cc. with a pressure lower than 10 to 12 
em. This duct empties very rapidly (10 
to 11 ce. per minte). 

D. A retained stone in the hepatic ducts 
may not present any abnormalities on 
pressure-volume study. 

In patients who have edema of the 
papilla, redundant mucosa or spasm of 
the papilla after instrumental manipula- 
tions through the papilla, and in some pa- 
tients with pancreatitis, a bizarre picture 
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may be seen. Pressure within the duct 
may be low, the rate of flow slow and the 
pain threshold low (10 to 12 ecm. of 
water). 

In 10 patients who have been demon- 
strated to have reflux into the pancreatic 
duct, no significant alterations have ever 
been observed. Only 1 of these had pan- 
creatitis. 

In the actual conduct of measurements 
of intracholedochal pressures and_ vol- 
umes, there are a few precautions to be 
observed. The T-tube placed poorly at 
operation may cause irregular flow in and 
out of the duct. The closure of the duct 
around the tube may be defective, per- 
mitting leakage. There may be a kink in 
the transabdominal] course of the T-tube. 
There may be a very short T-tube. 

The hepatic ducts’ content may vary 
from 3 to 10 cc., and in some cases these 
ducts may not be filled. In an occasional 
patient, the cool temperature of the in- 
jected solution may provoke duct spasm, 
particularly when the papiila already has 
an altered threshold of relaxation.? 

In addition, the zero point of the man- 
ometer must be placed at the level of the 
common duct. We place the zero point at 
the middle of the sagittal plane of the 
body with the patient recumbent. 

Pain reactions are to be evaluated with 
regard to distensibility of the common 
duct wall, irritative reaction at the papil- 
la, pylorospasm and other conditions. 

Our studies have shown that it is pos- 
sible to determine physiologic attributes 
of the common bile duct and the papilla 
through a careful study of the pressure 
and volume of fluids injected into the duct 
through an indwelling tube. This type of 
study may be repeated frequently without 
marked discomfort or any inconvenience 
to the patient. Its results are considered 
as confirmatory of the cholangiographic 


results and those of other clinical tests. | 


It is not intended to replace the cholangio- 
gram. It is an added source of informa- 
tion. 

SUMMARY AND CONCLUSIONS 


1. Intracholedochal pressure and vol- 
ume are a direct function of the termi- 
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nation of the duct as modified by duct 
content. 

2. Abnormalities at the termination of 
the duct which obstruct flow produce (a) 
enlargement of the duct, (b) increased 
intracholedochal pressure, (c) delay in 
emptying rate of the duct and (d) usually 
a visible defect on the cholangiographic 
picture. 

3. Observation of intracholedochal pres- 
sure and volume can aid prognosis and 
management in cases of retained calculi, 
dyskinesia, spasm or other nonorganic 
abnormalities. 

4. Clinical trial by clamping the T-tube 
plus the information obtained from the 
cholangiograms and by observing ductal 
pressure and volume are all reciprocally 
informative. 

5. It is concluded that results from all 
studies should agree in order to afford 
the most efficient management of the in- 
dividual patient. 


RESUME 


1. Le volume et la pression interne du 
cholédoque sont en fonction directe de son 
contenu. 

2. Une obstruction terminale du canal 
qui embarasse son libre écoulement donne: 
a) un élargissement du canal, b) une 
pression interne augmentée, c) un retard 
de vidange, et d) une modification de 
l'image normale. 

8. Cette étude aidera a porter le diag- 
nostic de calcul, dyskinésie, spasme ou 
autre anomalie. 

4. La fermeture d’un tube en T, |’étude 
des cholangiogrammes, de la _ pression 
interne et du volume du canal sont d’une 
étude importante pour le diagnostic. 

5. Seule l’étude compléte de tous ces 
procédés de diagnostic peuvent amener 
des conclusions heureuses pour la patiente. 


SUMARIO E CONCLUSOES 


1. A pressao e 0 volume intra-coledococi- 
anos, estao na razao direta da terminagao 
do canal, e sao modificadas pelo seu con- 
teudo. 
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2. As anormalidades da terminacaéo do 
coledoco, com obstrugéo do mesmo, pro- 
duzem: a) alargamento do canal; b) au- 
mento da pressao intra-coledociana; c) 
retardamento no esvasiamento do canal; 
e,d) usualmente, perturbacao no quadro 
da colangiografia. 

3. Uma observagao sébre a pressao e 
volume intra-coledococianos pode auxiliar 
o prognostico e o tratamento dos casos de 
calculos retidos, discinesia, espasmo ou 
outras anormalidades extra-organicas. 

4. Os dados clinicos obtidos pelo fecha- 
mento do tubo em T, além dos dados con- 
seguidos com os colangiogramas e a ob- 
servacao da pressao e volume intra-coledo- 
cocianos, sao todos, conjuntamente, sinais 
informativos. 

5. Concluem os autores salientando que 
os resultados de todos os estudos vem fa- 
cilitar em muito o tratamento de cada 
doente em particular. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Der Druck im Choledochus und sein 
Fassungsvermégen sind direkt abhaingig 
vom Zustand der Abflussstelle des Ganges 
und von seinem Inhalt. 

2. Krankhafte Verdnderungen an der 
Abfliussstelle des Ganges, die den Abfluss 
behindern, fiihren zua) einer Erweiterung 
des Ganges, b) einer Erhéhung des intra- 
choledochalen Druckes, c) einer Verlinge- 
rung der Abflusszeit und gewoéhnlich d) 
zu einem sichtbaren Fiillungsdefekt auf 
dem cholangiographischen Roéntgenbild. 

3. Die Beobachtung des intracholedo- 
chalen Druckes und Fassungsvermégens 
kann in der Prognosestellung und in der 
Behandlung von zuriickgebliebenen Stei- 
nen, von Dyskinesie, von Spasmen oder 
anderen nichtorganischen Erkrankungen 
von Nutzen Sein. 

4. Klinische Beobachtung nach Abklem- 
mung des T-f6rmigen Katheters in Ver- 
bindung mit den Ergebnissen der chol- 
angiographischen Untersuchung und mit 
Feststellung des Druckes und Fassungsver- 
moégens des Ganges fiihren wechselseitig 
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zu wertvollen Aufschliissen. 

5. Die Verfasser gelangen zu _ der 
Schlussfolgerung, dass der individuelle 
Kranke die wirksamste Behandlung er- 
halten kann, wenn die Ergebnisse aller 
oben beschriebenen Untersuchungen tiber- 
einstimmen. 


RESUMEN Y CONCLUSIONES 


1. La presién intracoledociana y el 
volumen estan en funcidn directa de la 
terminaci6n del conducto, modificada asi- 
mismo por el contenido del conducto. 

2. Las anormalidades en la terminacion 
del conducto que obstruyen el aflujo pro- 
ducen: (a) agrandamiento del conducto, 
(b) aumento de la presién intracoledocia- 
na, (c) retardo en la velocidad de vaciami- 
ento del conducto y (d) generalmente un 
defecto visible en la imagen colangio- 
grafica. 

3. La observacion de la presién intra- 
coledociana y el volumen pueden ayudar 
al pronostico y tratamiento en los casos 
de caleulo enclavado, disquinesia, espasmo 
u otras anormalidades no organicas, 

4. La triada_ clinica del pinzamiento de 
un tubo en T, agregado a la informacion 
obtenida de los colangiogramas y la obser- 
vacié6n de la presién intracoledociana y 
volumen son juntos reciprocamente infor- 
mativos. 

5. Se concluye que los resultados de 
todos estos estudios deben estar de acuerdo 
con el fin de proveer al paciente individu- 
almente el tratamiento mas eficaz. 
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UNIVERSITY OF ILLINOIS 
COLLEGE OF MEDICINE 
OFFERS COURSE IN BRONCHOESOPHAGOLOGY 


The next Bronchoesophagology Course to be given by 
the University of Illinois College of Medicine is sched- 
uled for October 19 to October 31 inclusive. The course 
is under the direction of Dr. Paul H. Holinger. 


Interested registrants will please write directly to the 
Department of Otolaryngology, University of Illinois 
College of Medicine, 1853 West Polk Street, Chicago 12, 


Illinois. 
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Eduttorials 


WENTY-TWO years ago, on July 21, 

1931, Prof. Dr. Rudolf Nissen com- 

pleted the first successful total pneu- 
monectomy in surgical history, an opera- 
tion in two stages. Many other signal 
achievements in European surgery have 
been and continue to be reported in innu- 
merable national and international publi- 
cations, including this Journal. Yet, despite 
the fact that the seed of modern thoracic 
surgery in Europe was planted by the 
great German master Sauerbruch, whose 
historic contributions became the basis for 
important advances not only in Germany 
but throughout the continent and the 
British isles, it remained for the year 
1953 to hail the first appearance of a 
journal of thoracic surgery in the German 
language. 

The initial issue of this fine journal, 
Thoraxchirurgie, was published by the 
house of Georg Thieme in Stuttgart. Its 
editorial board is headed by Prof. Dr. Nis- 
sen, Prof. Dr. A. Lezius of Hamburg and 
Dr. K. Vosseschulte of Giessen. The other 
members of the board are Prof. Dr. Dog- 
liotti of Turin, Prof. Dr. Felix of Berlin, 
Prof. Dr. Zenker of Marburg, and Drs. 
Adelberger of Hemer, Bauer of Heidel- 
berg, Brock of London, Briigger of Wan- 
gen, Brunner of Zurich, Crafoord of Stock- 
holm, D’Allaines of Paris, Denk of Vienna, 
Derra of Diisseldorf, Eerland of Grénin- 
gen, Frey of Munich, Hein of Ténsheide, 
Hugin of Basel, Knipping of Ké6ln, Krauss 
of Freiburg, Opitz of Gottingen, Santy of 
Lyon, Sigmund of Miinster, Thauer of Bad 
Nauheim, and Uelinger of St. Gallen. This 
is indeed a galaxy of surgical luminaries, 
and it is no little matter of pride to us that 
many of them are active and loyal officers 
and members of the International College 
of Surgeons. 


New Journal on Thoracic Surgery 


The need of such a journal requires no 
emphasis. Thoraxchirurgie, with its ver- 
satile and comprehensive approach, sup- 
plies the lack at every conceivable point. 
Its correlation of pathologic physiology, 
operative technic, anesthesiology, preop- 
erative and postoperative care, pathologic 
anatomy, cardiology and roentgenology 
with the management of diseases of the 
chest is in the best scientific tradition. 

The most significant and praiseworthy 
aspect of the new journal is that it is 
decidedly not prepared for the exclusive 
use of specialists in thoracic surgery. Prof. 
Nissen, in his foreword to the first issue, 
emphasizes the fact that many of the 
pioneers in thoracic surgery, particularly 
with regard to the esophagus, the heart 
and the great vessels, have been general 
surgeons. This being the case, the Editori- 
al Board desires and intends to serve the 
general surgéon by supplying him with all 
available new knowledge and the results 
of contemporary research, at the same 
time keeping all presentations on a level 
of quality and value that cannot fail to 
appeal to the specialist as well. 

We know of no men better equipped 
for such a task than those who have un- 
dertaken it. Their professional standing 
is of the highest, and each can point to 
a record in which humanitarian interests 
in the Hippocratian tradition have pre- 
vailed on an equal level with professional 
integrity. As men of learning, their first 
desire is to know; as men of good will, 
their impulse is to share what they have 
learned. The International College of Sur- 
geons and its own official Journal extend 
the warmest possible congratulations to 
those responsible for the creation of a 
new and effective weapon in the great 
armamentarium of modern science. 
M. T. 
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EDITORIALS 


Medical Individualists and Their Books 


Fifteenth Century yielded the gems 

of history for Dr, Felix Cunha’s 
talk on “Medical Individualists and Their 
Books.” The talk was given at last year’s 
Thirteenth Annual Osler Oration at Mc- 
Gill University in Montreal and has now 
»een published. Dr. Cunha used a happily 
selected quotation from Osler for his at- 
‘ack on “that intolerant attitude of mind 
‘vhich brooks no regard for anything out- 
side of his own school or circle.” 

Dr. Cunha considers the careers of 
‘hree men of the Fifteenth Century, 
Constantin, Paracelsus and Cardanus, dis- 
covering and revealing much material that 
sounds as familiar to modern medical men 
as though it had been published yesterday. 
This is always a little surprising, though 
on reflection one wonders why it should 
be; such discoveries are common among 


\ MINE of medical books written in the 


students, whether of history, literature, 

politics, sociology or medicine. 
Constantin the African came from Ciro 

to Italy, bringing with him the medical 


knowledge of many lands. He linked 
Arabian medicine with the Greek and 
Roman through his many translations and 
writings and made the teachings of Arabi- 
ans, Persians and Orientals available to 
future generations of physicians and sur- 
geons. Like some later teachers, he gave 
up a position of prestige at one school to 
teach at another, lecturing not in one 
language but in four. It is interesting to 
note that women were admitted to this 
school as medical students—surely an evi- 
dence of liberality in that early day—but 
the usual paradox cf coexistent liberality 
and prejudice was none the less apparent, 
the prejudice in this instance being anti- 
Moslem. 

With regard to Paracelsus Dr. Cunha 
confesses himself a cynic. Paracelsus, he 
says, was a charlatan and a braggart who 
knew nothing of medicine, figuring at var- 
ious times as a clown, a circus juggler, a 
book burner, a drunken tramp and a syph- 


ilitic victim of sex obsession. It was 
Paracelsus, by the way, who was cast for 
the title role in Ben Jonson’s The Alche- 
mist. 

In the writings of Cardanus Dr. Cunha 
has found, and charmingly comments 
upon, a surprising number of recorded 
diagnoses and treatments virtually identi- 
cal with those employed today. Cardanus 
diagnosed the condition of Mary Queen of 
Scots’ archbishop as asthma and believed 
that it was due to faulty diet and, of all 
things, to allergy! He advised a diet elim- 
inating cows’ milk and eggs. He pre- 
scribed fermented asses’ milk—an ancient 
counterpart of yoghurt—and advised his 
patient not to sleep on feathers or to go 
near stables, horses, dogs, cats or birds. 
He prescribed liver for King Edward VI’s 
anemia. He wrote a treatise on erysipelas 
and swelling of the joints caused by in- 
fected teeth. He told patients with stom- 
ach trouble to eat clean clay, the modern 
form of which is Kaolin. 

The ideas of Cardanus, however, dif- 
fered so violently from those of his con- 
temporaries that some of the more austere 
among them repudiated him and his “mad 
notions” and did their utmost to ruin him 
by defamation, embarrassment and false 
accusations. Dr. Cunha pauses here to 
wonder drily whether “the art and prac- 
tice of medicine have changed much from 
four hundred years ago.” 

This is a question few physicians have 
not asked themselves, though too often it 
is only themselves they ask. Dr. Cunha 
does the profession a service by asking 
the question out loud. In an age when 
conformity seems on the way to becoming 
the accepted summum bonum, it is always 


- refreshing and encouraging to read of 


men, past or present, whose stature en- 
ables them to sacrifice self-interest for 
what they believe to be the truth. 

Such men always pay a high price for 
fidelity. One thinks of poor Semmelweiss, 
whose only personal reward for present- 
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ing the profession and the world the truth 
about childbed fever was to be harried to 
a lunatic’s death. 

Such men are often defeated in their 
times, but curiously—or perhaps natural- 
ly ?—their ideas generally emerge trium- 
phant sooner or later. This opens up an 
interesting field of speculation, a problem 
for philosophers in their leisure time: Is it 
not possible that an idea for which a man 
is willing to undergo persecution and ruin 
must inevitably contain some seed of eter- 
nal, immutable truth? That truth alone 
can have such power over the almost om- 
nipotent claims of ambition and self? 

It is no easy matter to maintain con- 
viction, openly and publicly, in the face of 
certain destruction. Perhaps, even in this 
enlightened age, a man who displays this 
assent to his higher nature should be 
listened to with some patience. Such a 
man will always be different from his 
fellows, for this strength is not given to 
many. But if the world in its passion for 
conformity should ever so worship the 
norm as to make nonconformity a crime, 
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we know what will happen; it almost 
happened before our eyes in Europe. 

The integrated mind and the adven- 
turous spirit are too busy conforming with 
the law of growth to fear a little difference 
from the throng. Of such stuff are leaders 
made, nor can they be made of any other. 
This is well illustrated by Dr. Cunha’s 
estimate of Paracelsus, who apparently 
was less an individualist but a mere ec- 
centric. The one indelible mark of the 
true creative individualist is his single- 
minded devotion to what he knows will 
bring calumny, ridicule, and possibly ruin 
upon him. 

We therefore hail with pleasure and 
gratitude, not to speak of relief, any pub- 
lication that illumines the dignity and 
power of the single, separate, dedicated 
mind. Dr. Cunha, by presenting us with 
this delightful essay on some of the in- 
dividualists whose “differences” made 
them great men, has brought out for 
needed emphasis the first and most sinister 
danger in the world today. 

M. T. 


Schedule of 1953 Meetings of the Executive Council 
United States Section of the International College of Surgeons 


February 21, 1953 
May 23, 1953 


August 22, 1953 
November 21, 1953 


SECOND CONGRESS OF THE BRAZILIAN SECTION 
AND 


FIRST PANAMERICAN CONGRESS 


OF THE 


INTERNATIONAL COLLEGE OF SURGEONS 
TO BE HELD IN CURITIBA, STATE OF PARANA 


OCTOBER 5 TO 9, 1953 


OFFICIAL THEMES 


1. Death During Anesthesia 


2. Thoracotomy: Indications and Contraindications 


Jorge A. Taiana, Buenos Aires, Argentina 


Francisco Augusto Pinto, Rio de Janeiro, Brazil 


Subthemes 


Exploration of Hepatic Functions; Preoperative Cholangiography — Acute Cholecystitis; 
Cholecystectomy; Cholecystostomy; Cholecystendysis; Choledochotomy; Biliary-Intestinal 
Anastomosis; Hepatitis; Drainage in Biliary Surgery; Postoperative Obstruction of the 
Common Duct, etc. 


Other papers of general interest will be presented by speakers from all Brazilian Regional 
Sections and from all North and South American Sections of the International College of 


Surgeons. 


Official Languages: Portugese, Spanish, English and French 


Honorary Committee 

Honorary President, 

Dr. Bento Munhoz Da Rocha, Governor of the 
State of Parana 


Honorary Members 


President of the First Centenary Festivities of 
the State of Parana 

Rector of the University of Parana 

Director of the Medical School 

Secretary of the State Board of Health 

Mayor of Curitiba 

President of the Parana Medical Association 

President of the International College of Surgeons 

Founder and General Secretary of the 
International College of Surgeons 


Executive Committee 


CURITIBA REGIONAL: 
Prof. Dr, Mario Braga de Abreu 
Prof. Dr. Joao Vieira De Alencar 
Dr. Dagoberto Pusch 


BRAZILIAN SECTION: 
Dr. José Avelino Chaves 
Dr. José Maria Cabello Campos 
Dr. Eurico Branco Ribeiro 


Delegations from the following countries will 
participate: 
United States — Canada — Mexico — Costa Rica 


— Venezuela — Bolivia — Peru — Honduras — 
Nicaragua — Haiti — Argentina — Colombia — 


Secretary of the International College of Surgeons 


for South America Chile— Paraguay — Uruguay — Brazil and others. 


Surgeons who are nonmembers of the International College of Surgeons are invited to attend 


INFORMATION 
Correspondence should be addressed to 
BRAZILIAN SECTION OF THE INTERNATIONAL COLLEGE OF SURGEONS 
' Rua Cesario Motta, 112—Prédio Conde de Lara—Sao Paulo—Brazil 
or 
INTERNATIONAL SECRETARIAT 
INTERNATIONAL COLLEGE OF SURGEONS 
1516-24 Lake Shore Drive, Chicago 10, Illinois 
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Section News 


International College of Surgeons 
United States and Canadian Sections 


Karl A. Meyer, M.D., F.A.C.S., F.1.C.S., Secretary 


Argentine Section Increases Membership 
and Gives Fellowships: Dr. Jorge A. Taiana, 
President of the Argentine Section, reports 
that at a meeting on April 17, eleven Fellow- 
ships were conferred. ; 

The Argentine Section has been most ac- 
tive in financing fellowships for postgraduate 
study. Dr. Taiana reports that twelve such 
fellowships of one to two months in duration 
were conferred upon eleven surgeons. Three 
of these fellowships are to be pursued under 
the direction of the Brazilian Section, and 
three were conferred upon Brazilian sur- 
geons who are to be under the direction of 
the Argentine Section. Six went to Argen- 
tine surgeons from the interior of the coun- 
try who are to study in the surgical centers 
of Buenos Aires. 


President Jorge A. Taiana of Argentine 
Section Issues Invitation to Attend Meeting 
on Thoracic Surgery: The Brazilian Section 
of the International College of Surgeons is 
one of two sponsors of the Second Latin- 
American Congress on the Thorax, and the 
Second Argentine Congress on Thoracic Sur- 
gery, the other sponsor being the Faculty of 
Medical Sciences of the University of Buenos 
Aires. The meeting is being organized by the 
Argentine Society of Thoracic Surgery and 
will be held in Curitiba in the State of Par- 
ana, Brazil, October 5 to 9, 1953. The three 
main themes will be: Thoracotomies, Sur- 
gical Treatment of Pulmonary Tuberculosis, 
and Surgery of Cardiovascular Malforma- 
tions of Infants. 


Women’s Auxiliary Plans Entertainment at 
New York Congress: The Women’s Auxiliary 
of the United States and Canadian Sections 
of the International College of Surgeons will 


have a full program of entertainment for the 
ladies who attend the Congress in New York, 
September 13 to 17. 

Plans include tours in the morning, a 
breakfast at Altman’s, a luncheon and style 
show at the Waldorf and a trip to the United 
Nations building. 

A complete program of activities will be 
mailed to all members of the Women’s Auxil- 
iary in August. 

Mrs. John G. Geller is serving as Chair- 
man of the Ladies’ Entertainment Committee. 
She is being assisted by Mrs. Floyd E. Keir 
and a large committee of wives of New York 
surgeons, as well as by the Auxiliary Presi- 
dent, Mrs. Walter Cleveland Burket. 

Haitian Section Member Honored: Dr. C. 
Pierre-Louis, secretary of the Haitian Sec- 
tion of the International College of Surgeons, 
reports that Dr. Louis Roy, F.I.C.S., has been 
elected president of the Haitian Red Cross 
and has been appointed to membership in the 
board of governors of the American College 
of Chest Physicians. He has also been ap- 
pointed correspondent member of the So- 
ciety of Phtisiologie of Cordoba and honorary 
member of the Society of Phtisiologie of 
Lima. 


Northwestern University Announces New 
Appointment for Edward L. Compere: Ed- 
ward L. Compere, M.D., F.A.C.S., F.I.C.S., 
chairman of the Orthopedic Section of the 
forthcoming Eighteenth Congress of the 
International College of Surgeons, will be- 
come chairman of the Northwestern Univer- 
sity Medical School’s department of bone and 
joint surgery on September 1, according to 
an announcement by Payson S. Wild, Jr., 
vice-president and dean of faculties. Dr. 
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Compere will replace Dr. Philip Lewin, who 
will retire August 31. 

Dr. Compere joined the N. U. faculty in 
1941 as an associate professor of bone and 
joint surgery, becoming supervisor of post- 
graduate training in bone and joint surgery 
in 1946. Previously he had been chief of 
orthopedic service at Billings Memorial Hos- 
pital and at the University of Chicago Clin- 
ics. Until recently he was chairman of the 
department of orthopedic surgery at Chil- 
dren’s Memorial Hospital. He is chairman 
of the department of orthopedic surgery at 
Wesley Memorial Hospital and is a consult- 
ing orthopedic surgeon at Children’s Memo- 
rial, Augustana, and Henrotin hospitals. He 
was formerly a consultant in orthopedics at 
the U. S. Naval Hospital at Great Lakes, IIli- 
nois, and a special consultant to the surgeon 
general of the U.S. Army. He is a graduate 
of Baylor University and Rush Medical Col- 
lege. A member since 1948 of the American 
Medical Association’s house of delegates 
from the association’s orthopedic section, he 
is widely known in his field and is co-author 
and editor of several books and a frequent 
contributor to medical journals. 


SECTION NEWS 


Honorary Degree Conferred upon Harry 
E. Bacon: Harry E. Bacon, M.D., F.A.C.S., 
F.I.C.S., Professor of Colonic and Rectal Sur- 
gery, Temple University, Philadelphia, re- 
ceived the honorary degree of Doctor of 
Science from Ursinus College, Collegeville, 
on June 1, 1953. He was elected vice-chair- 
man of the section of Gastroenterology and 
Proctology of the American Medical Asso- 
ciation at its recent meeting in New York. 

Dr. Bacon is chairman of the Section on 
Coloproctology for the Eighteenth Congress 
of the International College of Surgeons in 
New York, September 13 to 17. 


Dr. Palumbo Wins Essay Award: Dr. 
Louis T. Palumbo, F.A.C.S., F.I.C.S., Chief 
of the Surgical Service at the Veterans Ad- 
ministration Center, Des Moines, Iowa, was 
awarded the second prize in the 1953 essay 
contest of the Mississippi Medical Society. 
The first prize was won by Dr. Arthur H. 
Keeney, Clinical Instructor in Ophthalmol- 
ogy of the University of Louisville, Kentucky. 


Qualifying Examinations for Fellowship in the United States Section of the 
International College of Surgeons will be held on May 4 and 5, August 10 and 11, 
and November 2 and 3, 1953. The examinations will be given at the Cook County 
Graduate School of Medicine and the Cook County Hospital. Applicants are re- 
quested to address communications to Dr. Harry A. Oberhelman, Secretary, 
Examination and Qualification Council, 1516 Lake Shore Drive, Chicago 10, IIl. 
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I X° Congresso 
Colégio Internacional de Cirurgides 


Aviso Aos Membros do Colégio 


A Comissaéo organizadora do IX Congresso do C.I.C. a realizar-se em Sao Paulo, 
Brasil, em 1954, por meio déste faz saber a todos os interessados que é inteiramente 
inconveniente antecipar a data de 26 de abril-2 de maio, 1954, marcada para a sua 
realizacéo, para a de fevereiro ou marco de 1954, conforme solicitagéo de varios ele- 
mentos do grupo norte-americano. 

O IX Congresso do C.I.C. esta sendo planejado para ser uma das mais briliantes 
comemoracées culturais do grupo dos festejos do IV Centenario de Sao Paulo, devendo 
atrair a capital do Estado de Sao Paulo cerca de 2.500 Congressistas. 

O Governo de Sao Paulo, empenhado em que os festejos do IV Centenario constituam 
oportunidade para que nossos ilustres visitantes fiquem con- 
fortavelmente instalados, e possam ter a mais agradavel per- 
manencia em nossa capital, esta estimulando a construcéo de 
3 novos hotéis, que serao inaugurados justamente em abril de 
1954. 

Assim, pois, em fevereiro ou marco, 1954, a situacao para 
hospedagem em Sao Paulo para um grande grupo de Congres- 
sistas, é identica 4 atual, isto é, dificil e deficiente, 
sendo necessario espalhar os Congressistas em mui- 
tos pequenos hotéis, e sendo maior o grupo, alguns 
necessitando instalar-se em hotéis que nao possuem 
condigdes minimas de conforto. 

Por outro lado, o Governo de Sao Paulo esta provi- 
denciando para o ano de 1954 grandes empreendi- 
mentos, que tornarfio o turismo ao nosso Estado 
muito mais agradavel; assim, a segunda pista da 
aoto-estrada Sao Paulo-Santos, que abreviara a 
viagem, tornando o passeio mais seguro e agradavel. 

Assim também, a instalacéo de uma Feira Inter- 
nacional de A mostras, no Parque lbirapuera, que 
permitira aos visitantes apreciar o desenvolvimento 
da industria de todas as partes do mundo. 

Assim também o governo de Sao Paulo esta fa- 
zendo apressar as obras da cidade Universitaria, em 
Butanta, e outras obras grandiosas, nas quais varios 
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grande s salées de conferencias seréo feitos, para permitir lugares 
adequados 4 reunides de grandes Assembléas. 

Finalmente, a Comisséo organizadora do IX Congresso do Colégio 
Internacional de Cirurgides, desejando dar aos visitante uma opor- 
tunidade excepcional para verem floridas numerosas espécies brasi- 
leiras, entrou en entendimentos com sociedades de colecionadores de 
orquideas, como o Circulo Paulista de Orquid6filos, para que eles desde 
ja preparem suas plantas para florirem justamente em Abril, 1954. 

A Comissao organizadora do IX Congresso, lastimando nao poder atender ao pedido 
do simatico grupo de congressistas norte-americanos, pelos motivos acima expostos, 
espera ter o prazer de recebé-los em Sao Paulo, cordialmente, em abril de 1954, dese- 
jando desde j4 que tenham os mesmos no Brasil uma estadia agradavel, ao mesmo 
tempo que realizando um Congresso social e cientifico digno das credenciais do C.I.C. 

Os temas oficiais escolhidos foram os seguintes: 

1) Experiencias com a Socializagéo da Medicina nos diversos paises. 

2) Novas aquisicgdes da Radiologia com contrastes nas varias especialidades cirurgi- 
cas): a) Neuro-Cirurgia b) Sistema cardio-vascular c) Endocrinologia d) Aparelho 
respiratério e) Aparelho Urindrio f) Tubo digestivo g) Ortopedia h) Ginecologia. 

3) Experiencia com o uso de antibioticos em todos os ramos da cirurgia: a) Neuro- 
Cirurgia b) Sistema cardio-vascular c) Aparelho respiratério d) Aparelho Urinario 
e) Tubo digestivo f) Ortopedia g) Ginecologia. 

Ulteriormente, depois de esolhidos os relatores para os temas oficiais, e eleitos os 
convidados de honra, novos avisos sero feitos por intermédio do Journal, a todos os 
interessados. 

Todos os que desejarem participar do IX Congresso Internacional em Sao Paulo, em 
abril de 1954, queiram com antecedencia escrever para 0. 


Prof. Dr. Carlos Gama. 
Praca Ramos Azevedo, 209-70, andar 
Sao Paulo, Brasil. 


Organizing Commission 


Carlos Gama Fernando Luz Filho 

José Avelino Chaves Benjamin Rocha Sales 
Oscar Cintra Gordinho Elpidio V. Cannabrava 
Eurico Branco Ribeiro Pedro Falcao 

Rodolpho de Freitas Membros Brasileiros do 
A. C. Vicente Azevedo “Board of Trustees” 
Emanual Marques Porto J. M. Cabello Campos 
Lucas M. Machado Tesoureiro do 

José Médicis Capitulo Brasileiro 
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General News Notes 


International Congress of Gynecology and 
Obstetrics: This Congress, which is to con- 
vene at Geneva from July 26 to 31, has chosen 
prophylaxis in gynecology and obstetrics as 
the main theme of discussion. Further in- 
formation may be had from the secretariat 
of the Congress, Maternite, Geneva, Switzer- 
land. 


First International Congress of Neuro- 
pathology: The transactions of this Congress 
took place in Rome on Sept. 8 to 13, inclusive, 
1952, and are to be published soon. They 
will comprise two volumes of about 500 
pages each, with over 500 illustrations. Fur- 
ther particulars may be obtained from Dr. 
A. Ferraro, 722 West 169th Street, New York 
Be, 


International Congress on Rheology: The 
second International Congress on Rheology 
will be held at Oxford from July 26 to 31 
under the presidency of Sir Geoffrey Taylor, 
F.R.S. Further particulars may be had from 
Mr. G. W. Scott Blair, The University, Read- 
ing, Berkshire. 


International Congress of Blood Transfu- 
sion: The fifth International Congress of 
Blood Transfusion will take place in Paris 
from Sept. 18 to 19, 1954, immediately after 
the International Congress of Haematology, 
which will be held from Sept 6 to 12. Further 
information can be had from Colonel (med.) 
Julliard, 57, Boulevard d’Auteil, Boulogne 
sur Seine, France. 


International Congress of Pediatrics: The 
following subjects have been chosen for dis- 
cussion for the seventh International Con- 
gress of Pediatrics: Epilepsy in infancy and 
childhood; diagnosis of congenital malforma- 
tions of the heart and great vessels suscep- 
tible of surgical treatment; problems of the 
premature infant; complications of primary 
tuberculosis, and problems of metabolism 
and nutrition. This Congress will be held in 
Havana, Cuba, from Oct. 12 to 17, 1953. Fur- 
ther particulars may be had from the general 
secretariat of the International Paediatric 
Association, Kinderspital, Zurich 32, Swit- 
zerland. 


Establishment of Transplantation Bulletin 
Announced: The first issue of the new 
Transplantation Bulletin is expected to appear 
in August, 1953. It will be published quar- 
terly. Its purpose is to increase the exchange 
of information in the field of tissue transplan- 
tation among investigators in laboratories and 
those at the bedside. It will publish at least 
once yearly a “transplantation registry” which 
will list all practicing physicians and research 
workers in the United States and abroad who 
are interested in transplantation problems in 
the fields of plastic surgery, endocrinology, 
cancer, genetics, immunology, experimental 
morphology, etc. Formal papers will not be 
published but brief comments on unreported 
data will be welcomed. The Bulletin is extend- 
ing an invitation to all workers in the fields 
of medicine and biology interested in tissue 
transplantation to submit their name and field 
of interest to E. J. Eichwald, M.D., University 
of Utah College of Medicine, Salt Lake City, 
Utah. A subscription fee of $3.00, to cover the 
expenses of printing and maintenance of the 
registry and bibliography, will be payable 
after the first issue has appeared. 


Sixth Congress of Pan-Pacific Surgical 
Association Scheduled for October 7 to 18, 
1954: Doctors are urged to make arrange- 
ments as soon as possible to attend the Sixth 
Pan-Pacific Surgical Congress to be held in 
Honolulu, Hawaii, October 7 to 18, 1954. 
Fellows of the International College of Sur- 
geons can attend the Nineteenth Congress 
at the Palmer House in Chicago from Sep- 
tember 7 to 10 and have ample time to attend 
to urgent professional duties before proceed- 
ing to Hawaii. The Honolulu headquarters 
of the Pan-Pacific Surgical Association, Suite 
7, Young Building, F. J. Pinkerton, M.D., Di- 
rector General, should be communicated with 
concerning all hotel and travel reservations. 


International Council of Nurses Holding 
Tenth Quadrennial Congress on July 12-17, 
1953, in Brazil: Three hundred American 
nurses are attending the Tenth Quadrennial 
Congress of the International Council of 
Nurses at the Hotel Quitandinha, a resort 
located near Petropolis, about an hour and a 
quarter from Rio de Janeiro, Brazil. The 
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total attendance from all parts of the world 
was expected tobe about 1,000, all profes- 
sional nurses who are members or associate 
members of national professional nurses’ 
associations affiliated with the International 
Council. Mrs. Clara Curtis is chairman of 
the Congress Program Committee. She is 
chief nurse, Division of Health and Sanita- 
tion, Institute of Inter-American Affairs, Rio 
de Janeiro. The President of the Interna- 
tional Council of Nurses is Gerda Hojer of 
Sweden. 


Medical Journalism Meeting: After the 
3eventh General Assembly of the World Med- 
ical Association at The Hague, Netherlands, 
Aug. 31-Sept. 5, 1953, there will be a meeting 
of the medical editors of the world on Mon- 
day, September 7, 1953. Dr. A. Plichet of 
La Presse Medicale, is Chairman, and Dr. H. 
Clegg of the British Medical Journal is Secre- 
tary. 

The tentative program for the meeting is 
presented here: 

Morning 

. Obituaries as Contemporary Medical His- 

tory 

. Function of a General Medical Journal 

. Medical Documentation 
Noon 
Luncheon for medical journalists and ladies, 
tendered by Nepera Chemical Company 
(U.S.A.) Park Hotel, Molenstre, The Hague. 
Afternoon 
1. The Responsibility of the Author and Edi- 
tor in Preparing Manuscript for the Press 
2. Relations between the Medical and the 
Non-Medical Press 

The World Medical Association is unfortun- 
ately unable to pay any expenses of those at- 
tending the meeting, but it hopes that as many 
editors as possible will attend. For travel ar- 
rangements, hotel reservations and general in- 
formation, please address Dr. Louis H. Bauer, 
The World Medical Association, 2 East 103rd 
Street, New York 29, N. Y. 


Second International Congress of Cardiol- 
ogy to be Held in September, 1954: A pre- 
liminary notice has been issued announcing 
the scheduling of the Second International 
Congress of Cardiology from September 12 
to 15, 1954, in Washington, D. C., under the 
chairmanship of Dr. Paul D. White. 


GENERAL NEWS NOTES 


Scientists Discover that Cortisone Inhibits 
Formation of Non-malignant Skin Tumors: 
University of Wisconsin scientists studying 
cancer at McArdle Memorial Laboratory 
have found that cortisone has some influence 
upon the formation of certain non-malignant 
types of tumors in laboratory animals. The 
scientists conducting the work, Doctors R. K. 
Boutwell and Harold P. Rusch, emphasize 
that the work is experimental and that it is 
leading only to a fuller knowledge of what 
cancer is. Cortisone, however, is known to 
have some arresting effect upon the progress 
of leukemia. In their experiments they found 
that it inhibited the formation of non-malig- 
nant skin tumors induced by cancer-produc- 
ing chemicals. In groups of laboratory mice, 
cortisone that was either fed or applied to 
the same spot where the cancer-producing 
chemical had been applied lowered the num- 
ber of skin tumors formed. However, corti- 
sone apparently has little or no effect on 
most types of cancer. 


Papers Requested for Seventeenth Inter- 
national Congress of Ophthalmology: 
English, French and Spanish are the admin- 
istrative languages of the Seventeenth Inter- 
national Congress of Ophthalmology, but 
papers may be read in any language. The 
Congress will be held at The Waldorf-Astoria 
in New York, September 12 to 17, 1954, and 
original papers should be sent to the Secre- 
tary General, Dr. William L. Benedict, 100 
First Avenue Building, Rochester, Minnesota, 
not later than January 1, 1954. As the num- 
ber of papers submitted may be greater than 
can be accommodated, the Committee on 
Scientific Program reserves the right of se- 
lection. 

Dr. Bernard Samuels and Dr. John H. 
Dunnington of New York are president and 
vice-president respectively, and Dr. Derrick 
Vail of Chicago is chairman of the executive 
committee of the Congress. The chief topics 
for discussion will be Primary Glaucoma: 
Etiology and General Considerations, Dr. 
Derrick Vail, Chicago, Medical Treatment, 
Dr. R. Thiel, Frankfurt a.Main, Germany; 
and Surgical Treatment, Dr. G. P. Sourdille, 
Nantes, France; Etiology of Uveitis: Gen- 
eral Considerations, Dr. Alan C. Woods, Bal- 
timore; Allergic Factors, Dr. Norman Ash- 
ton, London; the Role of Viruses, Dr. V. 
Cavara, Rome, Italy. 
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POSTGRADUATE SCHOOL OF MEDICINE 
of the 
GENERAL *POLYCLINIC OF 
RIO DE JANEIRO 
Department of Clinical Ophthalmology 
COURSE ON INTRODUCTION TO THE 
STUDY OF OCULAR MOTILITY 
(EXTERNAL) 
(April 20 - May 11, 1953) 

PROGRAM 


Organized by Dr. Pedro Moacyr de Aguiar 


APRIL— 


20—Anatomy and physiology of ocular mo- 
tility—Fundamental concepts. 


22—Ophthalmologic investigations of the 


disturbances of motility—Study of the - 


digression of the ocular globes and of 
diplopy—measurement of the digres- 
sions—determination of muscular 
paralysis. 

24—Classification of the disturbances of 
ocular motility—Clinical study of ac- 
quired ophthalmoplegia and of supra- 
nuclear disturbances. 

27—Clinical study of structural anomalies 
and of congenital ophthalmoplegia. 
General views on vertical Strabismus 
(Hypertrophies). 

29—Investigation of the etiology of motor 
disturbances. Medical, orthoptic and 
surgical treatment. 


INTRODUCTION TO ORTHOPTICS 


MAY— 
1—General views on orthoptics and in- 
strumental orthoptics. 
4—The latent disturbances of ocular mo- 
tility. Concept of heterophoria. 
6—Convergent and orthoptic Strabismus. 
8—Divergent and orthoptic Strabismus. 
11—Selection of cases for orthoptic treat- 


ment. 
* * * * 


REGISTRATION: At the School Secretariat, 
Avenida Nilo Pecanha, 38—10th Floor. 


REGISTRATION FEE: C$ 200,00 (two hun- 
dred cruzeiros) 
TIME OF CLASSES: 8:30 p.m. 


PLACE: General Polyclinic of Rio de Janei- 
ro, Avenida Nilo Pecanha, 38—10th Floor. 
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Department of Clinical Phthisiology 
SECOND COURSE ON CANCER 
OF THE LUNG 
(May 18 - 20, 1953) 
PROGRAM 
MAY— 
18—Cancer of the Lung—Development of 
knowledge, present stand, general 
problems of diagnosis, of pathology 
and of therapeutics—Prof. Aloysio de 
Paula 


19—Pathological Anatomy— 
Prof. Francisco Fialho 


20—Premature Diagnosis— 
Dr. Edmundo Blundi 


21—Diagnosis—Dr. Edmundo Blundi 


22—Broncho-adenitis— 
Prof. Aloysio de Paula 
25—Problems of alveolar cancer — Other 
malignant tumors originating from the 
lung. Pleural Mesothelioma — 
Dr. Moacyr Santos Silva 
26—Metastases of the bronchial carcinoma 
—Metastases in the lung of other ma- 
lignant formations. 
27—Surgical Treatment— 
Dr. Fernando Paulino 
28—Palliative Treatment— 
Dr. Moacyr Santos Silva 


REGISTRATION: At the School Secretariat, 
Avenida Nilo Pecanha, 38—10th Floor. 


REGISTRATION FEE: C$ 100,00 (One hun- 
dred cruzeiros) 


TIME OF CLASSES: 9:00 to 10:00 p.m. 


PLACE: General Polyclinic of Rio de Janei- 
ro, Avenida Nilo Pecanha, 38—10th Floor. 


Department of Clinical Otorhinolaryngology 
COURSE OF OTORHINOLARYNGOLOGY 
(May 19 - June 9, 1953) 
PROGRAM 

MAY— 
19—Introduction to Otorhinolaryngology— 
Pathological Examination — Methods 
of diagnosis in Otorhinolaryngology 
(Instrumental, X-Ray, Laboratory, 
etc.) Presentation of colored film. 
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21—Diseases of the Pharynx — Chronic 
Tonsilitis — Anginas 
23—Diseases of the Facial Sinus — Sinu- 
sitis — Proetz Method of Treatment 
26—Diseases of the Larynx — Cancer of 
the Larynx 
28—Diseases of the Ears — Otitis — Oto- 
sclerosis 
30—Audiology 
JUNE— 
2—Tonsilectomy and Adenoidectomy 
4—Sinusitis (maxillary, ethmoid, frontal) 
6—Mastoiditis (Simple, Radical) 
9—Fenestration 
* * * * * 
The course will be conducted by the Direc- 
tor of the Department of Clinical Otorhino- 
laryngology, Prof. Fernando Linhares. 


REGISTRATION: At the School Secretariat, 
Avenida Nilo Pecanha, 38—10th Floor. 
REGISTRATION FEE: C$ 300,00 (three 

hundred cruzeiros) 
TIME OF CLASSES: 9:00 a.m. 


PLACE: General Polyclinic of Rio de Janei- 
ro, Avenida Nilo Pecanha, 38—10th Floor. 


GENERAL NEWS NOTES 


Societe Belge de Droit International Med- 
ical Organized in Brussels: A new society 
has been formed in Brussels for the purpose 
of studying the medical aspects of interna- 
tional law and work for its development. Its 
members are both doctors and lawyers, and 
its aims are to ensure close collaboration be- 
tween doctors and lawyers, particularly 
where international law impinges on medical 
ethics; to give help with the problems in- 
herent in conventions on Human rights, and 
in general to have regard to the impact of 
international law on Medicine. (From the 
British Medical Journal, 1953. 1:573). 


International Medical Congress: The third 
International Congress of Internal Medicine 
will be held in Stockholm from Sept. 15 to 18, 
1954, under the presidency of Prof. Nanna 
Savartz. The main subjects chosen for dis- 
cussion are (1) the pathogenesis and treat- 
ment of hypertension; and (2) mesenchymal 
diseases (collagenous diseases)—their com- 
mon characteristics and their nature. The 
Secretary-General, Prof. Andre Kristenson, 
may be addressed at Karolinska Sjukhuset, 
Stockholm 60, Sweden. 


Foreign Interns and Residents Available 


Approved hospitals in the United States and Canada have openings for 


interns and residents are requested to communicate with the Secretariat of the 


International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, Illinois. 
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New Books 


A Short Practice of Surgery. By Hamilton 
Bailey and Love. London: 1953. 

This superlative book has kept pace with 
the previous eight editions which have right- 
fully enjoyed such a tremendous success 
among specialists and general practitioners 
alike. 

This work has always been voluminously 
illustrated; in the current ninth edition, 
however, some of the former illustrations 
have been replaced by new ones and 135 ad- 
ditional figures have been included. The 
glossary of anatomic terms is both enlight- 
ening and helpful. 

Much of the material is presented in color. 
This has reproduced well and adds much to 
the clarity of the subject matter. For par- 
ticular commendation should be mentioned 
Chapter 17 which deals with the spleen and 
liver; Chapter 19, on the pancreas; Chapter 
20, on the peritoneum, omentum, mesentery 
and retroperitoneal space, and Chapter 31, 
on the testes and the scrotum. 

This text will continue to enjoy its well- 
earned popularity and place in the libraries 
and on the bookshelves of surgeons. It can 
be wholeheartedly recommended as an out- 
standing short text in the practice of sur- 


gery. 
PHIL THOREK, M.D. 


On Burns. Edited by Nathan A. Womack, 
with contributions by William Altemeier, 
James Barrett Brown, W. J. H. Butterfield, 
Truman Blocker, Julian Bruner, Stuart Cul- 
len, Sam May, Carl Moyer and Sidney Ziffrin. 
Springfield, Ill.: Charles C Thomas, Publisher, 
1953. Pp. 178. 

This is the recording of a symposium in 
which various phases of burns were discussed 
at a meeting in Des Moines, Iowa, by the 
State Advisory Committee for Civil Defense 
in 1951. 

The book is divided into thirteen chapters. 
Dr. Ziffrin discusses the results of the treat- 
ment of burns at the University of Iowa hos- 
pitals, and Dr. Cullen discusses the cause and 
treatment of pain caused by burns. 

Dr. Truman Blocker covers the various 
points of the open treatment of acute burns 


and Dr. James Barrett Brown the early care 
and grafting of acute burns. Dr. Altemeier 
discusses the problem of infections and the 
enzyme débridement of the burn eschar. 

Shock from burns is treated by Dr. Butter- 
field. Dr. Moyer outlines the treatment of 
burn shock and also devotes considerable 
time to plasma substitutes for use in the 
treatment of burns. 

Contractures of late burn wound and their 
treatment are discussed by Dr. James Bar- 
rett Brown and the function of the adrenal 
cortex in severe burns by Dr. Butterfield. Dr. 
Truman Blocker devoets considerable time 
elucidating the nutrition of the burned pa- 
tient. 

The last chapter is a “Delayed Coverage 
of Burn Wounds and Joint Function,” writ- 
ten by Dr. Julian Bruner. 

Although each chapter is under the juris- 
diction of the indicated specialist, the entire 
group enters into discussions of each of the 
phases outlined in each chapter. 

The book is very interesting and should 
be read by every doctor whose duty it is to 
treat burns of the human body. 

H. E. TURNER, M.D. 


The Pharynx; Basic Aspects and Clinical 
Problems. Edited by Abraham R. Hollender. 
Chicago: The Year Book Publishers, Inc., 
1953. Pp. 560, with drawings, photographs, 
charts and bibliographies. 

Rapid strides in otolaryngology in recent 
years have made a definite place for this dis- 
cussion of a specialty within a specialty—the 
treatment of the pharynx. 

Even within these limits, however, the 
author-editor has felt the usefulness and need 
of collaboration. Thus the volume as pre- 
sented rests on the authority of a source of 
specialists, plus the high authority of the 
editor, Professor Emeritus at the University 
of Illinois and Chairman of the Service at Mt. 
Sinai Hospital of Greater Miami, Fla. 

The book will recommend itself to both the 
veteran and the beginner—to the mature 
specialist because of its careful considerations 
of recent opinion and reviews of clinical and 
statistical data in the literature. The problem 
of tonsils and tonsillectomy is approached 
from various points of view, with notable con- 
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tributions on poliomyelitis, rheumatic fever, 
and allergy. 

However, the editor has not neglected a 
fundamental type of presentation, giving a 
general review of the organ and its problems. 
Thus he has supplied a useful text or collateral 
text for the student, with an effort to collate 
the important aspects of anatomy, pathology 
and treatment for ready reference and study. 
An example is the excellent chapter on agents 
used in drug and physical therapy, with its 
concise review of pharyngologic emergencies. 

The book falls into two general sections. 
The first, on basic aspects, includes chapters 
on anatomy, physiology, pathology and bac- 
teriology, followed by chapters on diagnostic 
methods and roentgenology. 

In the second section, on clinical problems, 
pharyngeal diseases are presented systemat- 
ically under five headings. The first, on the 
nasopharynx, includes chapters on inflamma- 
tions, hyperplastic lymphoid tissues, irradia- 
tion therapy, and pharyngeal stenosis and 
choanal atresia. The next heading concerns 
the mouth and pharynx, with a chapter on 
blood diseases, two on sore throat, four on 
tonsils, adenoids, and tonsillo-adenoidectomy, 
and one on abscesses. The next heading, on 
the uvula, salivary glands, and neck, includes 
discussion of neck infection and pharyngeal 
diverticulum. A separate heading is devoted 
to tuberculosis, syphilis and neoplasms of the 
mouth, oropharynx and nasopharynx. 

The final group, called “Miscellaneous Con- 
siderations,” presents additional chapters on 
the tonsillectomy problem. These concern the 
operation in relation to the allergic child, 
rheumatic fever and poliomyelitis. The his- 
torical presentation here is especially good, 
with an attempt to correlate the indications 
for caution in undertaking tonsillectomy in 
each of these types of case. 

The many-sided responsibilities of the mod- 
ern otolaryngologist are emphasized by chap- 
ters on neurologic disorders and psychoso- 
matic considerations. The remarks on the 
psychology of tonsillectomy in children de- 
serve and will doubtless receive a careful 
reading by both general practitioners and 
specialists, who so often deal with children. 

Concerning the illustrations, the editor 
states a preference for the careful drawing 
over the photograph. Nevertheless, he has 
included several excellent photographs of 
growths in situ, especially in the fine chapters 
on neoplasms. Histologic and roentgen ma- 


NEW BOOKS 


terial is of equally high quality. 

Format and typography are also adequate, 
but the price of $15 seems a bit high for a 
book of this type, even at present costs of 
book production. A more moderate price 
would make the book available to the wider 
audience it deserves. 


Anatomy of the Nervous System. By 
Stephen Walter Ranson. Revised by Sam 
Lillard Clark, Philadelphia: W. B. Saunders 
Company, 1953, 9th ed. 

The ninth edition of Anatomy of the Nerv- 
ous System has maintained the fine standard 
set by the previous editions. The text has 
been somewhat revised so as to lay greater 
emphasis upon the correlation between struc- 
ture and function. Stress has been placed 
upon inhibitory and facilitating mechanisms 
in the brain stem. The recent and advancing 
knowledge that has been acquired in the field 
of the cerebellum is included. The work of 
Penfield has not been overlooked; hence, ob- 
servations made in the realm of memory and 
speech after necessary operations are a timely 
addition. 

The book is printed on good paper stock, 
easily legible and voluminously illustrated. An 
adequate bibliography is appended. 

This erudite presentation can be unre- 
servedly recommended for students, practi- 
tioners and specialists alike. Dr. Clark is to 
be complimented for the excellent revision of 
this fine text. 

PHIL THOREK, M.D. 


Wenn der Vater mit dem Sohne. By Albert 
Lorenz. Vienna: Franz Deuticke, 1952. 

This is a biography of the great Austrian 
Orthopedic Surgeon Adolph Lorenz, written 
by his eldest son Albert. For the title of the 
book the author used the beginning of an old 
humorous German song. The title is very 
appropriate. Years ago, in 1917, Adolph Lo- 
renz wrote his autobiography, which was 
published first in America under the title 
My Life and Work. Lorenz himself wrote both 
the English and the German edition. The lat- 
ter was published after the English editicn 
under the title Ich diirfte helfen (I was privi- 
leged to help). As was natural, Lorenz, the 
father, devoted much of his biography to his 
orthopedic accomplishments. He also told of 
his childhood and development, as well as of 
the war years and his life in the United States. 
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Genuine humor and serious contemplation 
were evenly balanced, giving the reader an 
inkling of the great personality behind the 
tale. 

In the younger Lorenz’s book the approach 
to his father’s personality is more direct. It 
becomes intensely clear to the reader that 
Adolph Lorenz was an uncrowned king among 
men, a personality that compelled from the 
world whatever he wanted. His unequaled 
charm captured the hearts and minds of his 
contemporaries wherever he went. Of course, 
his fame as an orthopedic surgeon had trav- 
eled around the world, but this alone—as has 
been demonstrated by the lives of numerous 
other famous professional men — could not 
have explained his almost triumphal reception 
everywhere. The younger Lorenz leads the 
reader into the very private life of this great 
surgeon as only a son can do who was truly 
close to his father. Throughout his life Lorenz 
was a gastric hypochondriac, which, however, 
did not prevent him from enjoying his share 
of alcohol. He was boisterously genial, a char- 
acteristic he shared with some of the outstand- 
ing German orthopedic and general surgeons 
in whom professional greatness was combined 
with immense physical health and strength. 
Throughout the book runs a thread of golden 
humor, which, however, reflects more the son’s 
sense of the comic than his father’s capacity 
to grasp the comical situations in which he 
was frequently embroiled. 

Some stories, such as the appearance of the 
monkey Maxie at the celebration of the elder 
Lorenz’s seventieth birthday, could have been 
taken from the books of the famous German 
humorist and artist, Wilhelm Busch. 

On the whole, this biography is a colorful 
record of the private life of a famous ortho- 
pedic surgeon who, with all his faults, com- 
bined his skill and ingenuity with fine human 
qualities. He became a great physician, com- 
parable to Cushing and Osler in this country. 
The story of his life reveals a great era of 
medicine reflected in a great man. 

KuRT EICHELBAUM, M.D. 


Transactions of the American College of 
Cardiography. Edited by Bruno Kisch. New 
York: The American College of Cardiology, 
1953. Pp. 252. Illustrated. 

This issue of the Transactions of the 
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American College of Cardiology is devoted to 
the initial meetings of the College in 1952 
and is outstanding in both presentation and 
scientific value. Dr. Kisch, as editor, sets 
forth in his opening address the purposes 
and intentions of the new organization in a 
serious and impressive manner, and the con- 
tributions that fill the issue, many of them 
generously illustrated, more than bear out 
his anticipations. 

Thirty-three scientific articles by promi- 
nent cardiologists are presented, covering the 
field from research to the latest advances in 
cardiac therapy and surgical technic. Elec- 
trocardiography, the uses and values of va- 
rious drugs, the cause and treatment of 
pericarditis and the management of diabetic 
patients with cardiac disease are emphasized. 
The compendium is remarkable for the ex- 
cellence of its presentation no less than for 
the immense and immediate value of the sci- 
entific information it contains. 

M. T. 


Recurrent Dislocation of the Shoulder. By 
James A. Dickson, Alfred W. Humphries and 
Harry W. O’Dell. Baltimore: The Williams & 
Wilkins Company, 1953. Pp. 158, with 8 
chapters and an extensive bibliography. 

There are 78 excellent illustrations in this 
book, and the authors attempt to give one a 
bird’s-eye view of the phylogeny of the shoul- 
der region and also go into the ontogeny. 
This results in a better understanding of the 
anatomic background, which is well described 
and illustrated. 

There is a chapter on the dynamics of the 
shoulder joint, after which the authors de- 
scribe the pathologic factors that produce re- 
current dislocations of the shoulder. This 
chapter is well illustrated. Under the head- 
ing “Treatment” the authors devote most of 
the text to recurrent anterior dislocations 
and have made a good summary of the vari- 
ous and numerous operations proposed. 
These operations are described and some of 
them are illustrated. 

There is a separate chapter on recurrent 
posterior dislocations. 

The book makes interesting reading and 
helps to bring out the controversial points 
in the various types of treatment that have 


been proposed. 
H. E. TURNER, M.D. 
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Carcinoma of the Gallbladder and Chole- 
lithiasis on the Witwatersrand. Becker, B. J. 
P., and Chatgidakis, C. B., South African J. 
Clin. Science 3:13, 1952. 

Material for this study was derived from 
9,500 autopsies. The subjects included three 
racial groups: Europeans (4,416), Bantus 
(4,494) and colored or mixed subjects (590), 
from the Department of Pathology, Univer- 
sity of the Witwatersrand, for the Johannes- 
burg General Hospital. 

Cholelithiasis was found in 9.97 per cent 
of the European male cadavers and 19.52 per 
cent of European female cadavers, while 
among the Bantus the male was afflicted in 
only 0.96 per cent and the female in 3.8 per 
cent. The incidence in the mixed group was 
2.52 per cent. 

Multiple mixed stones were the most com- 
mon calculi found in the female cadaver of 
both races and represent the type largely 
responsible for the increase incidence of 
cholelithiasis in the female. The calcium- 
bilirubinate stone is found almost as often 
among the Bantu natives as among the Euro- 
pean population. 

Among Europeans, carcinoma was ob- 
served in 3.8 per cent of the calculous gall- 
bladders and in 0.17 per cent of the non-cal- 
culous gallbladders. In the autopsied mate- 
rial on the Bantas, gallstones were observed 
in 92 cases. Only 1 carcinoma of the gall- 
bladder was found among these 92 cases. 
This was a squamous carcinoma. Among the 
remaining cases 3 other carcinomas of the 
gallbladder were present: two of these were 
squamous carcinoma and one was a columnar- 
celled adenocarcinoma. There were 3 cases 
of primary carcinoma of the common duct 
and 4 cases of primary carcinoma of the 
ampulla of Vater among the Europeans. 
There were no cases of primary carcinoma 
of the extrahepatic ducts among the Bantu 
and colored subjects autopsied. 

HENRY J. ROSEVEAR, M.D. 


Brittle Bones. Hessen, I., Act. Soc. Medi- 
corum Upsaliensis 57:147-154, 1952. 

A rather unusual case of osteogenesis im- 
perfecta tarda is presented. The patient, 
aged 29, had suffered repeated fractures of 
various bones from the age of 2 years. A 


most unusual feature of the process in this 
particular case was the development of large 
tumor masses along many of the previously 
fractured long bones. In addition, the dia- 
physes of the tubular bones became short 
and curved and so deformed that the patient 
was obliged to use a self-propelled cart for 
locomotion. 

Although no satisfactory explanation could 
be made of the tumorous swellings, the pos- 
sible development of ossification in subperi- 
osteal hematomas is proposed as a possible 
answer. The sequence of events would then 
be: multiple fractures and multiple subperi- 
osteal hematomas, followed by ossification 
with the development of a spongy type of 
bone causing tumor masses to appear along 
the long bones. The author is not content 
with this explanation for the development of 
deformities of the pelvis, for which only a 
metaplastic change could be responsible. 

M. O. CANTOR, M.D. 


Unnecessary Hysterectomies. Doyle, J. C.: 
J.A.M.A. 151:360, 1953. 

The only critical study of hysterectomies 
that cites figures comparable to those pre- 
sented in this analysis of 6,248 cases in 35 
California hospitals during the year 1948 is 
Norman Miller’s report on 246 hysterectomies 
performed during 1945 in 10 midwestern hos- 
pitals. Some of the criteria established by 
Miller were employed in the study presented 
here. A comparison of the statistics in the 
two series is of interest. 

Of this series, the clinical diagnosis was 
confirmed postoperatively or on pathologic 
examination of the removed tissues in 54.9 
per cent; in Miller’s analysis, 49.6 per cent 
of the cases were designated “clinical diag- 
nosis confirmed.” In 13 per cent of this series 
the operation was justified, as compared to 
17.4 per cent in Miller’s cases. The diagnosis 
contraindicated operation in 2.3 per cent of 
these cases here reviewed; in Miller’s cases 
the percentage was 2. 

Additional criteria employed in the pres- 
ent analysis revealed that in 21.5 per cent of 
the 6,248 patients subjected to hysterectomy 
the lesion and symptoms were such that med- 
ical treatment would have been preferable. 

EDMUND LIssAck, M.D. 
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Study of Prolonged Labor. McCann, J. B., 
and Paul P. Norman, P. P., Rhode Island M. 
J. 34:17, 1958. 

In this series of cases studied it was noted 
that increased age does not contribute to 
the incidence of prolonged labor, but that the 
incidence of serious complications in this 
age group is high when midforceps delivery 
is employed. 

Long pregnancies (extending beyond 295 
days) did not seem to be associated with 
prolonged labor. 

Cesarean section performed after a long 
labor was safer than a difficult midforceps 
operation. 

Roentgen pelvimetric studies should be 
merely an adjunct in the management of 
labor, and it is also considered essential that 
conservative management of prolonged labor 
be practiced. 

EDMUND LISSACK, M.D. 


The Relation Between the Psysiologic 
Stimulatory Mechanisms of Gastric Secretion 
and the Incidence of Peptic Ulceration. 
Sauvage, L. R.; Schmitz, E. J.; Storer, E. H.; 
Kanar, E. A.; Smith, F. R., and Harkins, H. 
N., Surg. Gynec. & Obst. 96:127-127-142 
(Feb.) 1953. 


In an effort to evaluate the importance of 
the different phases of gastric secretion to 
the development of peptic ulceration the au- 
thors have devised a new experimental 
method of producing peptic ulcers in re- 
sponse to stimulatory mechanisms of gastric 
secretion. 


Healthy mongrel dogs are used. A gastric 
pouch is formed by dividing the stomach 1 
cm. distal to the esophagogastric juncture 
and at the antrum. The proximal end of the 
gastric pouch is closed. The distal end is 
then anastomosed end to end to a 15 cm. 
length of jejunum, the other end of which is 
anastomosed end to side into the duodenum. 
The jejunal fistula is procured by transect- 
ing the jejunum 25 cm. distal to the ligament 
of Treitz. The jejunal continuity is then re- 
established end to end, and the segment of 
jejunum is made retrocolic and anastomosed 
to the gastric pouch and duodenum as de- 
scribed. 


By excision of the antrum or by division 
of the vagi the pouch may be made to func- 
tion under different degrees of stimulation 
via the natural stimulatory mechanism. 

Fifty-eight dogs were used in the series 
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of experiments reported. One group was sub- 
jected to three phases of influences: cepha- 
lic, antral and intestinal. One group was 
subjected to two phases of hormonal influ- 
ence: antral and intestinal. One group was 
subjected to cephalic-intestinal influences, 
and the last group was subjected to only in- 
testinal hormonal influences. 


The three-phase preparations were made 
as described. The vagus innervation to the 
gastric pouch was preserved, and the rim of 
the gastric cardia was attached to the esoph- 
agus and anastomosed to the gastric antrum. 
Of this group of dogs peptic ulcers devel- 
oped in 100 per cent. 

In the group of dogs subjected to two- 
phase hormonal influences the gastric pouch 
was formed in the same manner as before 
but the vagal fibers were interrupted by cut- 
ting all the fibers about the cardia. The rim 
of cardia attached to the esophagus was 
anastomosed to the gastric antrum. Of these 
dogs also, peptic ulcers developed in 100 per 
cent. 

In the group of dogs subjected to a two- 
phase hormonal influence, in which the 
cephalic-intestinal phase was studied, the 
gastric pouch was made in the usual manner. 
The vagal fibers were then preserved but the 
gastric antrum excised, so that the rim of 
cardia attached to the esophagus was anas- 
tomosed end to end to the first portion of 
the duodenum. Peptic ulcers developed in 
45 per cent of the dogs in this group. 


In the fourth type of preparation the gas- 
tric pouch was made as previously. The 
vagal fibers were interrupted and the antrum 
excised; thus the dogs were subjected only 
to the intestinal phase of stimulation. In only 
1 (5 per cent) of this group of 21 dogs did 
peptic ulcers develop. Nine dogs (48 per 
cent) died without ulcer after an average 
survival period of seventy days and an aver- 
age weight loss of 28 per cent. Eleven dogs 
(52 per cent) were still living without ulcer 
after an average survival period of one hun- 
dred and seventy-six days and an average 
weight loss of 3 per cent. 


From these experimental studies it is sug- 
gested that the surgical management of gas- 
tric hypersecretion in patients with duodenal 
ulcer by removal of accessible stimulatory 
mechanics of gastric secretion is a procedure 
founded upon sound psysiologic principles. 
This would consist in section of the vagus 
nerves and excision of the gastric antrum. 

M. O. CANTOR, M.D. 
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Review of 4,152 Biopsies of the Cervix with 
Relation to Carcinoma in Situ. Hoffman, J.; 
Farrell, D. M., and Hahn, G. A. J.A.M.A. 
151:535, 1953. 

A series of 4,152 cervical biopsy specimens 
is reported and the incidence of various le- 
sions indicated. A group of nine cases of 
invasive squamous cell carcinoma with pre- 
vious cervical biopsies is analyzed, with par- 
ticular emphasis on 1 case of carcinoma in 
situ. Follow-up studies in 37 cases of cer- 
vical erosions and 7 of cervical polyps, 
showing atypical cellular changes mimicking 
those of carcinoma indicate that these can- 
cer-like or “carcinoid” lesions do not eventu- 
ate in invasive carcinoma. The difficulty of 
differential diagnosis between them and car- 
cinoma in situ is pointed out. 


EDMUND LISSACK, M.D. 


A Simplified Technique for Wiring Aneu- 
rysms. Orr, S. H., and Jordon, P. Jr., J. 
Michigan State M. Soc. 95:61, 1953. 

A simplified method of rapidly wiring aor- 
tic aneurysms is presented by the authors 
and illustrated by a case report. The method 
consists essentially in passing a No. 30 stain- 
less steel wire through a 20-gauge needle in 
which a trough has been cut so that the wire 
can be rapidly fed into the aneurysm by 
means of a motor-driven dental hand piece 
and a No. 700 fissure dental burr. 

By the use of this method the authors were 
able to pass 300 feet of No. 30 stainless steel 
wire into the aneurysm in fifteen minutes. 


M. O. CANTOR, M.D. 


Transplantation of the Vagi in Transthor- 
acic Operation for Diaphragmatic Esopha- 
geal Hiatus Hernia. Durante, L.: Minerva 
Chir. 7:277, 1952. 

The author presents his own modification 
of the Harrington technic for immediate 
closure of a transthoracic hiatus hernia: 
namely, transplantation of the vagus nerves 
to avoid crushing them. He maintains that 
if one completely obliterates the paraesopha- 
geal hiatus one may injure or constrict the 
vagi. However, if the hiatus is incompletely 
closed the diaphragmatic hernia may recur. 

To avoid both of these sequelae, the nerves 
are transplanted laterally between the first 
and second sutures. This procedure has been 
performed in 1 case. The patient tolerated 
the operation well. 

S. L. GOVERNALE, M.D. 


Total Gastrectomy with Replacement of 
Stomach by Ileocolic Segment. McGlone, F. 
B., J.A.M.A. 151:622-625 (Feb. 21) 1953. 

On the basis of experience with 24 total 
gastrectomies, the author is discouraged with 
the results from the standpoint of good post- 
operative results as well as cure of the ma- 
lignant disease. 

Seventeen patients in this series were 
operated upon for carcinoma of the stomach. 
Of these, only 1 was alive at the time of 
preparation of the report. Six patients sub- 
jected to total gastrectomy had the stomach 
replaced by the ileocolic segment of bowel. 
In these cases the most favorable physiologic 
results were obtained. The digestion was 
more nearly normal after this procedure than 
after the usual type of total gastrectomy. 
The newly formed pouch formed by the ce- 
cum was shown roentgenologically to behave 
much as a stomach should—like a reservoir. 
Since this pouch is in direct continuity with 
the esophagus and duodenum, the food re- 
ceives the proper admixture at the proper 
time of secretions from the gallbladder, the 
pancreas and the small intestine. The mo- 
tility pattern in the small bowel seems to be 
more nearly normal after this procedure, and 
the transit time is much less rapid than after 
esophagojejunostomy. 

Although discouraged with the results ob- 
tained with total gastrectomy, the author be- 
lieves that even with the limited number of 
cases studied that replacement of the stom- 
ach by the ileocolic segment probably offers 
the most useful procedure if total gastrec- 
tomy is indicated. 

M. O. CANTOR, M.D. 


The Present Status of Lung Resection for 
Pulmonary Tuberculosis. Young, T. H.: Brit. 
M. J. 19538, 1:287, 1953. 

Any investigation into the indications for 
any particular form of treatment for pulmo- 
nary tuberculosis and its results is con- 
fronted with the difficulty that, during the 
long time lapse required to justify a definite 
conclusion, the method of treatment used 
may have improved the condition so much 
that the immediate mortality figures would 
be out of date. It is noted, however, that 
when patients with the advanced condition 
are treated surgically the mortality rate is 
appreciable. Most patients have been handled 
conservatively. 

EDMUND LISSACK, M.D. 
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Taxonomia de los Defectos del Oido Externo 
y su Tratamiento con Una Nota Sobre 
Colesteatosis. Lodge, W. O., and Brookes, 
M., Bol. Espanol de Otorrinolaringologia 
y Broncoesofalogia 2:7, 1952. 

In an article of a dozen pages and as many 
illustrations, the authors have classified 
auricular aplasias in ontologic sequence. 

Anotia, or complete failure of development 
of the auricle, has been reported in only 7 
cases. 

Ectopia auriculae congenita results from 
failure of dorsal migration of the auricular 
primordii during the development of the em- 
bryo from 12 to 30 mm. Five varieties are 
recognizable; namely, synotia, melotia, deu- 
terotia, ptosis auriculae and polyotia. These 
are discussed in the light of the international 
literature. 

Microtia is of three grades, gravis, inter- 
media and mitis, and may be associated with 
atresia auris congenita. 

Mutationes embryonicae comprise anahe- 
lix; appendices auriculae; lobula adherens, 
absens, bifida vel trifida; sinus periauricu- 
laris; fossula intercollina; fistula aurophar- 
yngea, and the less important posterior 
ponticular spine. 

Mutationes foetales pristinae are an in- 
teresting group. Kynotia is the term applied 
to an auricle that remains recurved upon it- 
self as in the fourth month of fetal life; 
kraterotia signifies a cup-shaped auricle. In 
cryptotia the auricle has failed to emerge 
from the side of the head. Thylacotia is a 
word Lodge and Brookes have adopted for 
the sake of classic uniformity for that less 
pronounced form of cryptotia described by a 
Japanese author as Taschendhr, in which the 
upper part of the pinna is contained in an 
inverted cutaneous pocket. 

Mutationes foetales tardae may be re- 
garded as living fossils. They echo the sep- 
aration of man from anthropoids millions of 
years ago. Paleolithic bearers of certain 
rarities multiplied in isolation and conserved 
for posterity peculiarities such as the Aztec 
auricle or the hyperostotic meatus of Eski- 
mos. Auris Darwiniensis is of three types: 
tuberculum woolneri, helix macacus, and 
helix ceropithecus. Auris wildermuthii is of 
two types: antihelix saliens (the peculiarity 
which the composer Mozart bore) and the 
Aztec auricle, compressed in an occipitomen- 
tal direction and without lobule. Three types 
of auris stahlii are helix transversus spleni- 
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fornis, crura antihelicis trifurcata and crus 
antihelicis superius turgidum. Hypertricho- 
tia and macrotia are also included in this 
group. 

Hyperostosis meatus may be manifest as 
in Eskimos or latent at birth; the world lit- 
erature shows that its incidence is similar 
to that of otosclerosis. 

Coloboma vel fenestrae is rarely seen and 
is usually caused by intrauterine trauma. 

Congenital neoplasms are enumerated and 
illustrated. 

Defecta innominata include associated 
defects, such as dyscranias and facial 
paralyses. 

The treatment is characterized by its sim- 
plicity. The recent literature is reviewed and 
a method adopted in a case of atresia auris 
congenita which occurred in the practice of 
the authors is illustrated. 

Lodge and Brookes regard epitympanic 
cholesteatosis as an abiotrophic invagination, 
comparable with thyroglossal and pituitary 
cysts, which are latent at birth; in this 
process, changes in the branchial arch sys- 
tem and its derivaties, related to metamor- 
phosis, play an important role. 

An international bibliography is appended. 


Gangrene Following Intra-Arterial Transfu- 
sion. Blakemore, W. S.; Dumke, P. R., and 
Rhoads, J. E., J.A.M.A. 151:988-989, 1953. 


Two cases of gangrene of the hand follow- 
ing intra-arterial transfusion are presented, 
indicating that this method of transfusion is 
not without its dangers. Indiscriminate use 
of this method of giving blood is decried; the 
authors advocate reserving it exclusively for 
cases in which such a risk is acceptable be- 
cause of the circumstances. In addition, 
every attempt should be made to reduce the 
possibility of gangrene to a minimum by test- 
ing for the adequacy of collateral circulation 
through the hand. This can be done simply 
by elevating the hand, applying digital pres- 
sure to the radial artery and then permitting 
the hand to fall slowly. If a flush appears 
in the medial portion of the hand while the 
index figure and thumb remain pale, it may 
be evidence of poor collateral circulation of 
the radial arterial distribution in the lateral 
portion of the hand. In this event some other 
artery, possibly the femoral, may be a better 
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> 

a 

‘ 
A 
d 

= 


VOL. XX, NO. 1 


Analysis of a Surgical Material of Thyro- 
toxicosis. Edlund, Y., and von Schreeb, T., 
Acta chir. Scand. 103:194, 1952. 


During the fifteen-year period from 1936 
to 1950, 485 patients with thyrotoxicosis were 
operated on in the Swedish province of Dale- 
carlia, which has long been recognized as 
goitrigenous. The period of fifteen years has 
been divided into three periods of five years 
each. The percentage of patients above 50 
years of age during the three periods was 
24, 33 and 47 respectively. In the first five- 
year period, the percentage of nodular goi- 
ters was 33 and the percentage of diffuse 
goiters 67, whereas in the last period these 
figures were reversed. 

A remarkable decrease in the number of 
basal metabolic rates above 100 is noted in 
comparing the first and the third five-vear 
period. There has been a marked drop in the 
number of patients who have required over 
four weeks of preoperative care during the 
period studied. 

During recent years, the material contains 
a larger number of older patients who have 
nodular goiter, with higher toxicity than that 
associated with diffuse goiter. 

The total mortality rate is 8 per cent and 
has not shown any decrease during recent 
years. The high mortality must be due to a 
higher toxicity than was present in the other 
materials studied. 

The authors consider that the thio-treat- 
ment should be given to patients over 50 
years old with toxic nodular goiter, provided 
that the goiter does not produce symptoms 
of pressure because of its size, possibly in 
combination with intrathoracic growth. 
Young patients with nodular goiter should 
be operated upon. The incidence of malig- 
nant goiter must be taken into consideration. 
This has amounted to about 2 per cent of the 
entire material. For small diffuse goiters 
without pronounced toxicity the thio-treat- 
ment is recommended, whereas large diffuse 
goiters with greater toxicity should be op- 
erated upon. 

At present, the authors are attempting to 
control the postoperative crisis and reduce 
the mortality rate. They are using intra- 
venous dextrose and iodine, as well as 0.2 per 
cent procaine hydrochloride by intravenous 
drip, and controlling the electrolyte and pro- 
tein balance of their surgical patients. In 
their series of 7 cases of postoperative thy- 
rotoxic crises, the administration of iodine 
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and large doses of dextrose had no notice- 
able effect in 6 of the 70. In 2 cases, how- 
ever, exchange transfusions were used with 
good effect. 

HENRY J. ROSEVEAR, M.D. 


Adrenalectomy and Oophorectomy in Treat- 
ment of Advanced Carcinoma of the Breast. 
Huggins, C., and Dao, T. L-Y., J.A.M.A. 
151:1388, 1953. 


When the gonads and adrenal glands are 
removed from men and women the level of 
physiologically active steroids is greatly re- 
duced. This reduction of steroids reduces 
the activity of certain carcinomas of the 
breast. Carcinoma cells have sufficient func- 
tional maturity, such as are present in papil- 
lary carcinomas and adenocarcinomas, tend 
to regress after oophorectomy and adrenalec- 
tomy. Duct carcinomas rarely respond, and 
undifferentiated carcinomas never respond to 
such treatment. 

E. H. Boyer, M.D. 


Surgical Treatment of Intractable Phantom 
Limb Pain. Falconer, M. A., Brit. M. J. 1: 
299-304, 1953. 


On the basis of an experience gained in 
treating 12 patients with intractable phan- 
tom limb pain, the author expresses the opin- 
ion that anterolateral chordotomy gives the 
best results. 

Many operative procedures have been ad- 
vocated for the treatment of phantom limb 
pain, based upon the hypothesis of Weir Mit- 
chell that this phenomenon was due to “as- 
cending neuritis.” This theory and the 
methods of treatment based upon it do not 
satisfactorily explain or relieve many pa- 
tients with this disorder. 

The author postulates that the explanation 
for severe pain in the phantom limb of the 
type described in this paper is the fact that 
the cells of the substantia gelatinosa are cut 
off from their normal-patterned stream of 
stimuli and therefore discharge spontaneous- 
ly or react to stimuli from unusual sources 
and so provoke pain. 

It is in this type of phantom limb pain, so 
often diagnosed as due to psychological dis- 
turbance caused by failure to respond to the 
various operative procedures (e.g., excision 
of amputation neuroma of lumbar sympa- 
thetic block), that the best results were ob- 
tained by anterolateral chordotomy. 

M. O. CANTOR, M.D. 
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ERASTO GAERTNER 
M.D., F.LC.S. 

Professor Erasto Gaertner died on May 19, 
1953. Prof. Gaertner was a member of the 
Regional Division of Curitiba and of the 
Brazilian Section of the International College 
of Surgeons. He was Mayor of the city of 
Curitiba, State of Parana, Professor of the 
Surgical Clinic, Ex-Professor Cathedrat of 
Obstetrics and Professor of the Urologic 
Clinic of the Faculty of the University of 
Parana. 

Prof. Gaertner was Founder and Director 
of the Institute of Medicine and Surgery of. 
Parana, as well as Founder of the Clinic of 
Tumors of the Institute of Medicine and Sur- 
gery of Parana. He served as Deputy and 
constituent of the State Assembiy of Parana 
in 1935 and as deputy constituent of the 
National Assembly 1946. He was a member 
of the Committee on Education and Culture 
of the Deputy Chambers. 

The Directorate of the Brazilian Section 
has placed on record a vote of profound sor- 
row at the passing of a true colleague and 


Prof. Dr. Erasto Gaertner, M.D., F.I.C.S. 


In Memoriam 


friend. To this well-deserved tribute the 
International College of Surgeons at large 
adds its heartfelt condolences to the Bra- 
zilian Section and an expression of its own 
deep sense of loss. 


MAURICE ALFRED SCHER 
M.D., F.A.C.S., F.I.C.S. 

Dr. Maurice Alfred Scher of Newark, New 
Jersey, died on March 27 at the age of 51. 
Dr. Scher had been a member of the surgical 
staff of Newark City Hospital for 25 years 
and of Newark Beth Israel Hospital for 22 
years. He received a B.A. degree in 1923 
from New York University and M.D. in 1927 
from Bellevue Medical College. He did post- 
graduate work in surgery at the New York 
Postgraduate Medical School and in basic 
sciences at Seton Hall College. He became 
a Fellow of the International College of Sur- 
geons in 1947. 


BERNARD ALOYSIUS O’CONNOR 
M.D., F.A.C.S., F.1.C.S. 

Dr. Bernard Aloysius O’Connor of Harri- 
son, New Jersey, died on February 15 at the 
age of 63. He had been Medical Director of 
St. Michael’s Hospital in Newark since 1938 
and attending surgeon since 1916. He was 
formerly Medical Director of West Hudson 
Hospital in Kearny, New Jersey. He was 
Clinical Professor of Surgery at Essex Col- 
lege of Medicine and Surgery in Newark. He 
was admitted to Qualified Fellowship in the 
International College of Surgeons in 1946. 
Dr. O’Connor was a graduate in Medicine of 
Fordham University College of Medicine, 
served his internship at City Hospital in 
Newark, and was a Captain in the Medical 
Corps of the United States Army in World 
War I. He was admitted to Qualified Fellow- 
ship in the International College of Surgeons 
in 1949. 
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ARCHITECT’S DRAWING OF SURGEONS’ HALL OF FAME 


HOME OF THE INTERNATIONAL COLLEGE OF SURGEONS AND THE U. S. SECTION 
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NINTH INTERNATIONAL CONGRESS, 1954 


Under the Sponsorship of the Brazilian Government 
and the State of Sao Paulo 


The House of Delegates on May 9, 1952, in Madrid, Spain, decided that the City of 
Sao Paulo would be the meeting place of the next International Congress, approving the 
suggestion of His Excellency the Governor of the State, Prof. Dr. Lucas Nogueira 
Garcez. Brazilian members of the Board of Trustees were appointed to the Commis- 
sion organizing the Congress, under the direction of Prof. Dr. Carlos Gama, Vice-Presi- 
dent of the International Congress and Secretary General for South America. 


The Ninth International Congress will be held from April 26 to May 2, 1954. The 
official topics are (1) experience with socialized medicine in different countries, (2) new 
uses of radiology with contrast media in the various surgical specialties, and (3) ex- 
perience with antibiotics in all branches of surgery. 


Since the Ninth International Congress will coincide with the Fourth Centennial 
of the city of Sao Paulo, it is hoped that the conference, in addition to being one of the 
most memorable ever held, will add much to the commemorative activities of Sao Paulo. 
In order that the Commission may obtain in advance a satisfactory idea of the number 
who will attend, to arrange the best possible accommodations for them and to insure a 
good program, all who are interested are requested to write to the address below. 


Secretariat 
INTERNATIONAL COLLEGE OF SURGEONS 
1516 Lake Shore Drive 
Chicago 10, Illinois 
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